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The Anatomy of Operative Incisions* 


E, Eucene Rice, M.D., F.A.C.S. 
SHAWNEE, OKLAHOMA 


Operative incisions have as their objects 
the exposure of the underlying structures 
in order that diseased or injured organs or 
structures may be removed, repaired, or 
treated. 


In planning the incision for any opera- 
tive procedure five desiderata have to be 
kept in view: 


1. Access should be suitable and ade- 
quate to the part to be exposed or ex- 
plored. Small incisions, if adequate, are 
to be recommended, but should give a good 
visual field and sufficient room to accom- 
plish the surgery anticipated. Incisions 
should not be placed too near bony or 
cartilaginous boundaries. 


2. The blood supply should be effective 
and thereby avoid as much as possible the 
risk of defective union or post-operative 
hernia. The best incisions from this point 
of view are those which pass through the 
muscular fibers, splitting and separating 
them, but not dividing them. 


3. The nerve supply should be carefully 
preserved, especially avoiding division of 
the motor nerves as paralysis of the mus- 
cles will cause considerable discomfort 
with loss of tone of the muscle which may 
be permanent. The superficial sensory 
nerves will usually regenerate and sensa- 
tion will return to normal within a reason- 
able time. 


4. Prevention of injury to the muscles 
and aponeuroses is very important and as 





*Read before the Section on General Surgery, Annual 
esting, Oklahoma State Medical Association, Oklahoma 
City, May, 1939. 


far as possible when the fibers are to be 
cut and not separated they should be 
cleanly divided. Hemostasis should be ac- 
complished without undue trauma to the 
fibers themselves. 


5. The cosmetic results of exposed inci- 
sions are very important. Undesirable and 
unsightly scars can be reduced to a mini- 
mum by following the natural folds of the 
skin, accurate approximation of the skin 
edges with the use of subcuticular or fine 
dermal sutures, reducing the length of the 
incision as much as possible with good 
surgery, and placing the scar where it may 
be covered with jewelry or clothing. 


The site of the incision contemplated de- 
pends upon the underlying structures 
which are to be exposed. It should be 
planned so that it will cause the least 
trauma to the protecting or overlying 
structures. 


The direction of the incision is usually 
determined by the direction of the fibers 
of the underlying muscular structures. 
This rule may be varied for the sake of 
better exposure, in extensive surgery, or 
for cosmetic reasons. 


The specific anatomy of surgical inci- 
sions depends upon the definite portion of 
the body needing surgical attention and 
may be considered under the headings: 


ABDOMINAL incisions are probably the 
most frequently used and the more com- 
mon may be considered as: 

1. Paramedian celiotomy incision, which 
may be either high or low, should be made 
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slightly to the side of the linea alba, the 
skin first being incised, the panniculus 
adiposis separated, the anterior fascia of 
the rectus abdominus muscle cut, the 
muscle fibers pushed aside or the fibers 
separated, the posterior fascia and the 
peritoneum incised. 


2. Lateral celiotomy incision is the same 
except it is made along the outer border 
of the rectus muscle, the fascia divided 
close to the linea semilunaris and the outer 
border of the rectus retracted toward the 
midline. 

3. The gridiron, often called McBurney’s 
incision, has the advantage of leaving the 
strength of the abdominal wall unimpaired. 
After the diagonal incision of the skin is 
made, the external oblique fascia is in- 
cised, the fibers of the internal oblique are 
separated, then the fibers of the trans- 
versalis fascia with the peritoneum is in- 
cised. 

4. Inguinal incision for the repair of in- 
guinal hernia exposes the external oblique 
fascia which, after incision, exposes the in- 
ternal oblique muscle and the conjoined 
tendon with Poupart’s ligament exposed 
laterally to which usually the transversalis 
fascia is sutured. Care should be taken 
to avoid injury to the ilio-inguinal nerve 
which is exposed. The extension of the 
peritoneum forms the hernial sac. 


5. Femoral hernia incision opens the 
skin, exposes the aponeurosis of the ex- 
ternal oblique and the internal oblique 
muscle, the ilioinguinal nerve and the deep 
epigastric vessels, Poupart’s, Cooper’s and 
Gimbernat’s ligaments, and the pectineal 
fascia. Repair is made by suturing Pou- 
part’s ligament to the pectineal fascia after 
removal of the sac. 


Kipney incisions depend upon the 
amount of exposure desired, the most use- 
ful of which are: 


1. Kelley’s incision through the superior 
lumbar triangle the boundaries of which 
are the posterior margins of the oblique 
muscles of the abdominal wall, the quad- 
ratus lumborum, and the 12th rib, its floor 
is the aponeurosis of the oblique muscles 
and the latissimus covers it, separates the 
fibers of the latissimus and enlarges the 
triangle by blunt force, careful not to in- 
jure the 12th dorsal or the Ist lumbar 
nerve. 


2. Mayo’s incision is a longitudinal S- 
shaped incision through the skin, super- 
ficial fascia and the posterior layer of the 
lumbodorsal fascia exposing the posterior 
superior lumbar triangle by cutting 
through the external and internal obliques 
and the latissimus dorsi muscles, exposing 
the transversalis which is opened freely. 


3. Israel’s incision is an oblique opening 
from the junction of the 12th rib and 
erector spinae muscle downward to an- 
terior to the anterior superior spine of the 
illium, separating the fibers of the external 
oblique and cutting the fibers of the in- 
ternal oblique. 


4. Robson’s incision has the advantage 
of exposing the kidney without dividing 
the muscle fibers or weakening the abdo- 
minal wall and without wounding the 
blood vessels or nerves. This begins at 
the anterior superior spine of the illium 
and extends backward toward the tip of 
the last rib. The fibers of the external 
oblique are cut and its aponeurosis are 
separated and retracted, the muscular 
fibers of the internal oblique separated 
and the transversus split and separated 
forming a diamond shaped space in which 
the transverse fascia is exposed and in- 
cised. 

THORACIC incisions depend upon the op- 
eration contemplated. The site and length 
and position is determined which is most 
often used posteriorly. The most common 
operations upon the chest wall is for rib 
resection and thoracoplasty. The skin is 
incised following either the course of the 
bone underneath or the direction of the 
muscle fibers. The posterior incision in- 
volves the trapezius with cutting or separa- 
tion of the muscle fibers, the romboidus 
major and minor and the vertebral fascia. 


BREAST incisions for benign growths 
usually follow the skin folds while for 
malignant lesions from the anterior axil- 
lary fold to the epigastrium. The pector- 
alis major and minor are exposed and the 
exertions of the serratus anticus after re- 
moval of the breast tissue. In radical 
amputation the structures of the axillary 
space are exposed including the axillary 
artery and vein and the lower portion of 
the brachial plexus. 


NEcK incisions follow the skin folds for 
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cosmetic reasons or the muscular borders 
for proper exposure. The most common 
operation in the neck is upon the thyroid 
gland, where, after incision of the skin, 
the platysma lies directly under the super- 
ficial fascia and is reflected with it. The 
omohyoid, sternohyoid, and the sterno- 
thyroid muscles are retracted after longi- 
tudinal incision in the midline. For more 
exposure these strap muscles may be di- 
vided laterally between forceps, exposing 
the anterior fascia of the thyroid gland. 


HEAD incisions are usually semi-circular 
to facilitate the raising of a bone flap for 
intracranial work in which after incision 
of the skin, with the base of the flap down- 
ward to preserve the nerve and blood sup- 
ply, and superficial fascia, the aponeurosis 


of the occipito-frontal muscle is incised and 
the percramium reflected. 

EXTREMITY incisions are made in the di- 
rection of the muscle fibers for practically 
all operative work except for amputations 
which must necessarily cut these struc- 
tures transversely. 

_In summarizing it is necessary to re- 
member that in making operative incisions 
to do as little trauma to the underlying 
structures as possible, not to injure the 
nerve supply and maintain adequate blood 
supply to all the parts involved. 


BIBLIOGRAPHY 


1. Gray's anatomy: Numerous references. 
2. Rose and Careless: Manual of Surgery, X Edition, 
PP 1071-2. 
3. Anspach: Gynecology, pp 624-636. 
oi, Suan Practice of Surgery, Vol. VII, Chap. 9, pp 





Preliminary Report on the Use of Histidine 
in the Treatment of Hunner’s Ulcer* 


K. F. Swanson, M.D. 


Mautcotm McKe var, M.D. 


TULSA, OKLAHOMA 


This is offered with apologies for its in- 
completeness. No claims are made and 
no conclusions drawn, due to admixture 
of other therapy and lack of optimum con- 
trol. We do not believe Histidine to be a 
miracle worker in this condition, but do 
think that, added to other therapy, it has 
benefited some difficult and long standing 
cases of Hunner’s ulcer. 


Histidine is an amino acid necessary for 
the maintenance of life. It is found most 
abundantly in hemoglobin and to a lesser 
extent in various fish proteins. Chemi- 
cally it is described as alpha-amino beta 
imidazole propionic acid. 

As the hydrochloride, it has been used 
in the treatment of gastroduodenal ulcer 
alone with debatable benefit. In combina- 
tion with other therapy histidine has been 
beneficial, though no one knows how it acts 
in relieving pain. H. Kohl has found occult 





*Read before the Section on Genito-Urinary Diseases and 
Syphilology, Annual Meeting, Oklahoma State Medical Asso- 
ciation, Oklahoma City, May 2, 1939. 


bleeding is controlled even if the ulcer 
shows no tendency toward healing. This 
is produced by reduction of the coagulation 
time. In hemophilia, the coagulation time 
may be reduced to normal by the con- 
tinuous administration of histidine. This 
process can not be duplicated in vitro and 
evidently the amino acid must mobilize 
factors of coagulation. 


A four per cent aqueous solution of histi- 
dine hydrochloride was given intramuscu- 
larly to a series of cases of so-called Hun- 
ner’s ulcer of the urinary bladder over 
varying periods of time in doses of 5 c.c. 
each. 


H. Kohn has observed the action of histi- 
dine is prolonged and intensified if given 
with calcium and vitamin C therapy and 
in our cases at present we are using this 
combined treatment for interstitial cystitis. 


Localized submucous fibrosis, the elu- 
sive ulcer of Hunner or interstitial cystitis 
occurs mostly in adult females. The eti- 








250 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


ology is obscure and whether focal infec- 
tion (as stressed by Hunner) in the tonsils, 
teeth, sinuses and female cervix, etc., play 
any important role, is questionable. Often 
none exist and removal of such foci when 
they do exist, usually seem of no benefit. 
Meads considers previous urinary infec- 
tion, neglected pyelitis or cystitis a con- 
tributing factor and Hunner emphasized 
ureteral stricture, finding it in about one- 
half his cases. Other authors do not. con- 
cur in these findings and characteristically, 
the urine is sterile and the involved tissue 
negative on bacteriological cultivation. 


Pathologically this is not an ulcer simply 
of the mucous membrane, but an involve- 
ment of the underlying structures—some- 
times the entire thickness of the bladder 
wall. The epithelium is flattened or de- 
nuded, but the basement membrane is 
usually intact. There is edema of the sub- 
mucous and muscular coats with engorge- 
ment of the vessels and lymphatics and 
round cell infiltration. Fibrous tissue re- 
placement occurs, and with healing a dense 
fibrous stellate scar persists. The lesion 
may be single or multiple and clasically 
it is in the dome of the bladder. 


Symptoms are frequency and pain, day 
and night, with varying periods of inten- 
sity. The pain is knifelike, usually supra- 
pubic or may be referred to rectum, vulva, 
buttocks or thighs. Burning and terminal 
tenesmus may be present and associated 
with hematuria. Orman had a case in 
whom eating caused pain in the left lower 
quadrant due to peristalsis in the neigh- 
borhood of the ulcer. Hematuria, usually 
microscopic, is present in 70 per cent of 
cases. Bladder capacity is 150 c.c. or less. 


Cystoscopically, the condition may be 
overlooked. Characteristically, one finds 
a reddened or necrotic appearing area sur- 
rounded by a pale mucous membrane. Or 
a stellate fissure may be seen surmounting 
congested tissue. Bleeding occurs on dis- 
tention and may designate the site of an 
otherwise obscure lesion. 

Standard features of treatment consist 
of— 

1. General care of patient and any at- 
tending ailments, such as associated 
granular urethritis and removal of foci 
of infection. 


2. Fulguration of the entire pathological 


area under anesthesia and repetition 
at intervals. 


3. Hydraulic distention of the bladder. 


Resection of the ulcer and presacral 
sympathectomy have been largely discon- 
tinued. 


The following cases were given histidine 
alone and in conjunction with some of the 
above therapy. Most of them had many 
months or years of standard therapy with- 
out lasting improvement. 


1. J. T., single, white, female, 37, with a 
typical lesion in the dome, was treated 
by fulguration and distention, 1934 to 
1937, without marked or lasting im- 
provement. Histidine was then given 
in daily doses for eight days. The pa- 
tient did not return then for one month 
at which time an exacerbation occur- 
red during the menses. Fulguration 
was repeated and followed with hy- 
draulic distention and histidine ther- 
apy, with more improvement than be- 
fore seen. During the past two months 
Dr. McKellar had added ca Gluconate 
10 c.c—10 per cent intravenously at 
the time of her other treatment. She 
has now a bladder capacity of 13 
ounces and shows objective as well 
as subjective improvement. 


2. E. L., single, white, female, 50, was 
first seen by_Dr. McKellar in 1935, 
with cystitis, bladder neck obstruction 
and a 600 c.c. residual of purulent 
urine. The bladder neck was resected 
and she did well until July, 1937, at 
which time she returned with a mark- 
ed cystitis. Sulfanilamide quickly 
took care of the infection but a typical 
Hunner’s ulcer was discovered in the 
dome extending to the right ureteral 
orifice. Vesical distention plus histi- 
dine was instituted once weekly for 
three months. Her improvement was 
marked. She stayed away for three 
and a half months and returned with 
another attack of cystitis and another 
area of interstitial cystitis. Treatment 
was repeated as before and after six 
months, no ulcer can be found, though 
she has recurring attacks of cystitis. 
This case is unusual because of asso- 
ciation of grossly infected urine. 


3. W.A. M., white, male, 68, whose symp- 
toms began in 1916 consisting of fre- 
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quency and pain. In 1925, he was 
scoped and an elusive ulcer was found 
in dome of bladder. Later the same 
year he had a punch operation of the 
bladder neck by Dr. Caulk. His relief 
was short. In 1930 the bladder was 
opened at the Mayo Clinic. Resection 
had been intended but the lesion was 
too extensive so open fulguration was 
carried out. Relief was short. Later 
the same year—in fact during the 
same hospital stay, pre-sacral sympa- 
thectomy was carried out. Relief was 
more lasting but his symptoms return- 
ed in a matter of months. 


January, 1938, the bladder capacity 
was 150 c.c. urine clear and he was 
suffering from pain and frequency. 
Cystoscopy showed a small ulcer in 
the left dome. He was given histidine 
alone every third day for two months. 
His capacity increased to 300 c.c. and 
the specific gravity of the urine which 
was usually 1,003 to 1,008 increased to 
1,020. Pain and frequency was con- 
siderably diminished. He did not want 
to be scoped for a follow up, so ob- 
jectively we can only guess what the 
cystoscopic picture would be. 


. Mrs. H. Mc., white, female, 55, with a 


grown child of 20 years, had pain and 
frequency for eight years. Urine con- 
tained microscopic blood and a few 
pus cells. Cystoscopy showed a typi- 
cal lesion anteriorly and close to blad- 
der neck. Bladder capacity was 100 
c.c. The bladder was fulgurated on 
three different occasions and hydraulic 
distention carried out over a period of 
four months. Improvement was slight 
and objectively the lesion showed ex- 
tension. Histidine therapy was then 
begun — given bi-weekly for two 
months. Improvement was marked 
and bladder capacity increased to 300 
c.c. She disappeared then and we be- 
lieved she had sought solace elsewhere. 
However, seven months later, she 
dropped in before office hours, told 
the nurse she was 90. per cent better 
and had had no treatment in the in- 
terim. However, she also added that 
she had become a Christian Scientist 
in the meantime and gave Mary Baker 
Eddy most if not all the credit for 
her improved condition. 


5. Mrs. M. O., white, female, 44, married 


with several grown children, was seen 
October 4, 1937, with complaints of fre- 
quency and pelvic pain. Cystoscopy 
showed a linear lesion in the left dome 
which bled on distention. Bladder ca- 
pacity was 120 c.c. During the year 
previous, she had had a hysterectomy, 
appendectomy, anterior and posterior 
colporrhaphy and a hemorrhoidect- 
omy. Hydraulic distention and histi- 
dine therapy were begun and some 
improvement noted after four months. 
However, it was not marked so the 
lesion was fulgurated and the former 
procedure was repeated. At the end 
of four months more, improvement 
was marked and bladder capacity was 
nine ounces. She has not been seen 
since that time. 


. Mr. C. E. H., white, male of 40, with 


symptoms of frequency and pain in 
right lower quadrant and bladder for 
10 years. He had had a chronic vesi- 
culitis and numerous attacks of epi- 
didymitis during this time, as well as 
gonorrhea and syphilis. The urine 
was clear with microscopic blood. 
Cystoscopy revealed three distinct 
patches of interstitial cystitis. He was 
fulgurated and not seen then again 
for six months when he returned with 
an epididymitis. When this subsided 
he was again fulgurated, the bladder 
appearing unimproved. After some 
six months of distention, he was given 
a course of histidine, after which the 
symptoms considerably lessened. He 
has not returned since that time, but 
on communication, he writes that he 
is able to work again selling insurance 
which was impossible before, because 
of frequency and pain. 


. C. P. H., white, male, 50, with a his- 


tory of pain and frequency for many 
years. Numerous long standing ure- 
thral strictures, a perineal-scrotal uri- 
nary fistula and a purulent urine com- 
plicated the picture. He had had a 
prostatic resection elsewhere three 
years before without relief. After a 
period of urethral dilatations, he was 
scoped and an interstitial cystitis 
found near the right dome. This was 
fulgurated and distention and histidine 
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therapy carried out for four months. 
At this time pain was gone, bladder 
capacity 11 ounces and cystoscopically 
the area showed healing. 


8. Mrs. S., white, female of 68, with 
grown children. Her complaints were 
pain and frequency for past five or six 
years. Urine was negative during 
that time and she had never been 
scoped. Bladder capacity was eight 
ounces but distention past that point 
caused bleeding and a typical single 
linear lesion, was seen in the anterior 
wall of the bladder. Histidine was 
given once a week for six weeks with 
hydraulic distention. Improvement 
was marked and the symptoms prac- 
tically disappeared. However, before 
we could scope her again, she con- 
tracted pneumonia and nearly died. 
While convalescing at home during 
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this past week, she informed us by 
phone that she had no further bladder 
trouble. 


9. P. M., single, white female of 45. (This 
is not a case of Hunner’s ulcer, but is 
included because of histidine which 
was given.) She had severe frequency, 
burning and pain extending over sev- 
eral years. Cystoscopy revealed small 
cysts and inflammatory plaques scat- 
tered over the trigone plus a granular 
urethritis. After two years of much 
and varied treatment and wishing the 
patient elsewhere, her symptoms had 
improved little, though cystoscopically 
little remained except some excres- 
ences at the bladder neck. Three 
months of histidine was instituted and 
the symptoms left. When last heard 
of, she was concerned mainly with a 
menopausal syndrome. 
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Management of a Maternity Service with Nurse 


Attendance at Delivery in a Rural Area* 
A Preliminary Report 


IsaporE Dyer, B.S., M.D. 
Consultant Obstetrician 
Director Maternity 
Cooperative District No. 1 
Oklahoma State Health Department 


There have been many methods devised 
during the last five years to develop the 
use of Public Health nurses and Public 
Health Administration in a more compre- 
hensive sense in maternity services. These 
programs have developed into a number 
of different manners in the method used 
to cope with rural maternity needs. Much 
progress therefore has been accomplished, 
and in those areas wherein such services 
are offered, the annual mortality rates 
have been reduced. 

Of course, we all know the problems 
confronting the progress of maternity care 
in general. Of these, perhaps the problem 
of education of the patient and coping with 
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the manner of living in rural communities 
as well as contending with the existing 
superstitions is the greatest. 


There does not seem to be any set rules 
or policies with which one could establish 
such a service in any one community with- 
out adapting them to the peculiarities of 
the given district, so one finds variations 
in the manner in which maternity pro- 
grams are directed. 


Realizing the need of intensive materni- 
ty care in the northeastern section of Okla- 
homa, the Childrens’ Bureau has cooper- 
ated with the State Health Department in 
establishing a program in District No. 1. 
This district comprises the five counties: 
namely, Adair, Cherokee, Delaware, Mayes 
and Sequoyah. Now, the one important 
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point which I should wish to stress is that 
this program was established in a district 
wherein a full-time health service has been 
in existence for two years. The ice was 
already broken; the public was already 
conscious of public health work, and most 
important of all there were no administra- 
tive problems. By this is meant the same 
personnel, office and otherwise, were em- 
ployed to assist in the maternity program. 


May first of this year marks the comple- 
tion of a full year of this service. It is 
significant in many ways and when we 
look back the year has been filled with 
many experiences both in the field and in 
the unit office, and there have been numer- 
ous changes that have had to be made often 
at the expense of progress in a rapidly 
developing program. However, even with 
the changes made from time to time, it is 
felt that for the most part they were to 
the betterment of the program as it exists 
today. 

Not having any set policies with which 
to fall back upon for support, an attempt 
was made to formulate a service which 
would fit into this given community. Early, 
it was realized that to establish nurse at- 
tendance at delivery in all of the five 
counties would be folly. This would not 
have been possible until the administrative 
problems could have been worked out in 
a smaller community. Still, it was felt 
that the five counties should have a ma- 
ternity program to aid the work done in 
the field by the public health nurses in 
the respective areas. 


In short, maternity clinics were estab- 
lished in each of the five counties. The 
clinic sites were picked in strategic areas 
where the attendance would justify their 
presence. In all of the five counties, the 
county seats have been one of the clinic 
sites. These are centrally located and 
oftentimes a patient will “come to town,” 
even at the preference of attending a 
clinic closer to her home. Seventeen to 
19 such clinics are held each month. 


These clinics are open to anyone whom 
the nurse deems eligible. Emphasis is 
placed on those patients who have no fam- 
ily physician, those who are determined 
to be delivered by midwives and those who 
are eligible for the Indian hospitals. On 
the other hand, they are also open to pa- 
tients who are referred by local physicians 


in consultation. The general routine con- 
sists of complete physical examinations 
with pelvimetry, Wassermann and vaginal 
smear. Every attempt is made to stress 
the necessity of medical care at delivery, 
and many patients are thus referred to 
physicians who otherwise would not con- 
sider it essential. Maternal hygiene is 
stressed, and these clinic visits, together 
with the nursing field visit, set the stage 
as it were for an uneventful, clean de- 
livery. 

One of the most convincing results of 
this service is the increased attendance in 
the outlying counties, with not a great 
increase in the field load of the nurse. 
Further, they have found that it is far 
easier to complete their maternity care if 
they can get a patient to come into a clinic 
to have a physician reiterate and back 
their teaching with concrete care. It 
teaches the patient the value of measure- 
ments, and introduces a pelvimeter into 
areas wherein it was unknown. It backs 
the efforts of any practicing physician in 
the area who might be ambitious enough 
to give adequate care. On the other hand, 
no attempt has ever been made to belittle 
any physician regardless of his teaching. 
Should such an occasion arise, attempts 
are made to convince the physician of the 
value of different teaching, but whatever 
he might tell a patient remains law as far 
as we are concerned. Many patients have 
been thus aided. Abnormalities have been 
discovered and treatment arranged 
through the private physician. Barriers 
have been broken down and from month 
to month we saw less restraint on the part 
of patients to be completely examined. 
Many very interesting stories could be told 
of these clinics. Mothers have presented 
themselves, self-referred, after a life of 
six and seven pregnancies unattended 
medically. They often state that for years 
they have been going through pregnancy, 
with the dread of something being wrong. 
Not having had the financial means to en- 
list the services of a physician, they went 
on and took their own chances. These 
are the most cooperative of all patients. 
It is remarkable how interested they are 
to have a complete examination and with 
what complete consent they submit to 
antepartum care. In one of the clinics in 
Cookson Hills, I saw one little girl wade 
the Illinois river last summer to get to 
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the clinic site. She did it all summer be- 
cause it saved her 10 miles going the way 
of the bridge. To my horror this winter 
on one of those cold, bleak, rainy days, she 
presented herself. On questioning, she an- 
nounced that a friend had agreed to paddle 
her across the river in a flat-bottomed boat 
for a small sum and if it were possible 
she would like to get back as soon as pos- 
sible because he was waiting to paddle her 
across to her home. Here, the value of 
prenatal care had been brought home with 
optimum success. 


In Cherokee county a different facility 
was organized. Here, in addition to the 
clinics outlined, a larger staff was avail- 
able (five nurses), and nurse attendance 
was offered at time of delivery. This de- 
livery service was available to any pa- 
tient in Cherokee county who was de- 
livered by a physician who in turn was in 
good standing with his State and County 
Medical Society. Here, even further at- 
tempts were made to continue care 
through the whole problem of maternity 
care. Here, further, there was available 
a means to keep in close contact with pa- 
tient and physician so that when referrals 
were made to physicians, he gave adequate 
prenatal and postpartum care. This one 
important phase of the program helped to 
make it a success. Nurses in this county 
were not confronted with the disappoint- 
ment in referring a patient after teaching 
prenatal care and have the physician tell 
her to call him when the baby was on its 
way and be sure to have the $25. So often 
without the support of the practicing phy- 
sician, nothing constructive can be accom- 
plished in the field. 


In managing the delivery service, prob- 
lems galore presented themselves. There 
was the difficulty of a call schedule and 
difficulty in not overworking any one 
nurse beyond her ability. There was the 
problem of adapting a uniform method of 
technique for the physicians to use in this 
area so that equipment could be uniform. 


Unlike any other State Health Depart- 
ment Maternity Service I know of, we are 
using a wet technique for delivery. This 
is by no means original. It is precisely the 
technique employed at the Chicago Ma- 
ternity Center and at DeLee’s, without any 
added equipment or changes so often seen 
in like services. This technique is simple 





and in teaching such care, it is felt that a 
physician does not become accustomed to 
an elaborate sterile linen technique, to feel 
lost should later he be confronted without 
the nursing aid. This wet technique em- 
ploys only water, a few pans found in any 
home, and a hot stove to produce a clean, 
sterile field. Gloves are boiled in the 
home as well as instruments. It seems 
very unadvisable to establish an elaborate 
sterile linen technique when very few if 
any rural practitioners have access to an 
autoclave, or more so, have the time or 
help to prepare such supplies. This tech- 
nique has proved very successful in that 
we have yet to report a puerperal infec- 
tion of any importance. 


It is agreed that public health nursing, 
medical care, teaching of the patient to 
observe the value and demand such care 
and nurse attendance at delivery are all 
essentials for maternity care, which would 
lower the mortality rate in a given area. 
This is all possible when the given patient 
can afford to buy medical care. However, 
in this particular district, the economic 
status is such that half of the pregnant 
mothers are unable to afford such service, 
even if they desire same. Realizing such 
a status in northeastern Oklahoma, $5,000 
was set aside to purchase this care for 
indigent patients. Indigency was determ- 
ined by the patient’s statement together 
with the investigation of a trained Medi- 
cal Social Welfare Worker allotted the pro- 
gram by the Child Welfare Division of the 
Oklahoma Department of Public Welfare, 
and the statement by the private physi- 
cian. This was afforded those eligible and 
the private physicians received fees in 
direct proportion to the amount of care 
given the patient. $25.00 was the top fee 
for care prior to the fifth month; $20.00 
after the fifth month and prior to the 
seventh month; $17.50 the last two months, 
and $15 for delivery. These fees included 
a postpartum examination. The patient 
had sole right to choose her physician, and 
no attempt has ever been made to recom- 
mend. With these funds available, that 
group who needed maternity care fore- 
most, have been cared for. 

In addition to all the mentioned facts 
concerning the service, consultation is of- 
fered any physician in the five counties at 
any period during a given pregnancy. 

















Intrapartum help is available. This ren- 
ders a rural physician a service at a time 
when it is most needed. 


In establishing such a service in con- 
junction with a Public Health Agency, 
there are two important aspects to con- 
sider. This, in short, specialized service 
versus generalized service. In a pure un- 
prejudiced view, I think it well to consider 
the value of each. This is pertinent to the 
Oklahoma program because of the fact 
that in our limited experience we have 
tried both methods of management. I do 
not feel that there is any other method 
to match a specialized service from the 
pure standpoint of the thoroughness of a 
maternity program in a given area. Nurses 
well trained in maternity can concentrate 
on the one phase, unhampered by the daily 
distractions of a generalized program. 
Their interest is mirrored in the quality 
of their work, the enthusiasm and thor- 
oughness of the patient contact, the will- 
ingness to accept delivery call and the in- 
terest shown, and the freedom from con- 
tact with infectious and contagious dis- 
eases. 

Four well trained nurses could work 
with minimum supervision, and the irregu- 
larities attenuating this type of service 
would not disrupt the daily routine of a 
generalized program. This was our ex- 
perience. 

The generalized program, on the other 
hand, affords a balanced public health 
program. The quality of the work done in 
maternity is in direct proportion to the 
disposition of the nurse. The quality of 
the service in general will vary with the 
amount of extraneous work a given nurse 
might be called upon to perform in a given 
area. Delivery call with a few nurses on 
the staff as we have, oftentimes disrupts 
clinic schedules regardless of how well a 
nurse might plan her work in advance. 
She becomes acquainted with a family as 
a whole, it is true, but she cannot possibly 
attain the home visit number required to- 
gether with the other phases of her pro- 
gram and attain a high degree of quality. 
Again, in an active maternity program 
wherein postpartum calls are to be made 
promptly, one or the other part of her 
work will suffer. A generalized program 
still remains ideal, in an utopian sense. 
It is necessary if, from the standpoint of 
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actual expense, we are to utilize the ser- 
vices of public health nurses to develop 
maternity care as we have shown. The 
one great fact which always determines 
the value of a service, rests with the indi- 
vidual nurse. If we were fortunate 
enough to obtain women who were profi- 
cient in public health, and on the other 
hand were trained sufficiently in obstetrics 
and liked the art, the problem would be 
simple. But although a Public Health Cer- 
tificate may be obtained in nine months, 
four months in obstetrics in a postgraduate 
sense, does not qualify a nurse in obstet- 
rics to the same degree. A good obstetri- 
cal nurse is comparatively rarer than a 
public health nurse, and obstetrical nurses 
if well trained, have had little time to de- 
velop themselves in the whole public 
health field. The same is very true for 
supervision. One can obtain a good ob- 
stetrical supervisor, but one cannot make 
a public health nurse proficient as an ob- 
stetrical supervisor in four months. 


The development of this program has 
been stimulating from every degree. The 
cooperation from the medical profession 
has been foremost in its success. During 
the year, 480 mothers were given prenatal 
care. Many of these registered will de- 
liver later on. Of this number, 250-odd 
have received medical aid at delivery in- 
cluding nurse attendance. Approximately 
50 per cent of all patients carried were 
declared indigent and from all standpoints 
would have been without medical care 
other than that given at the prenatal 
clinics. These figures apply only to 
Cherokee county. 


There was one maternal death which, 
much to our disappointment, occurred at 
the eleventh month of the service. This 
patient, a 16-year-old primipara, was un- 
known to our records. She developed 
eclampsia the morning she went into labor 
and since the husband was unfamiliar with 
the aid offered, he was ignorant of any 
source of help. After two attempts to 
arouse the interest of physicians in this 
county and in an adjoining county, and 
having been refused because of lack of 
funds, a sympathetic physician was con- 
tacted. He arrived after the patient had 
had eight hours of eclamptic convulsions. 
She was hospitalized and died the next 
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day of pulmonary edema and the usual 

sequelae of severe untreated eclampsia. 
This one case serves as an example for 

the need of further education of rural 


women; it further stresses the need for care 
in an indigent group which are largely re- 
sponsible for the abnormal maternal mor- 
tality in rural areas. 
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Temporo-Mandibular Syndrome 
(Costen’s Syndrome)* 


Lee K. EMENHISER, M.D. 
OKLAHOMA CITY, OKLAHOMA 


This is a clinical syndrome of neuralgias 
and ear symptoms associated with dis- 
turbed function of the temporo-mandibular 
joint on one or both sides. Although the 
dental profession has studied, treated, and 
recognized symptoms and signs of this 
pathological joint for many years, it was 
Costen' of St. Louis who, in 1934, estab- 
lished this condition before the medical 
profession as a definite clinical syndrome 
entity. Many cases of headache, catarrhal 
deafness, glossopharyngeal neuralgia, 
“burning tongue” and trismus are allowed 
to exist because we do not recognize the 
abnormal excursion of the mandibular con- 
dyle in its glenoid fossa. 


Abnormal excursion -of the mandibular 
condyle can be the result of malocclusion 
of natural teeth, absence of molar teeth on 
one or both sides, edentulous mouths, ill- 
fitting dentures, shrinkage of the alveolar 
ridges beneath dental plates, etc. This 
leads to a decrease in the vertical dimen- 
sion of the jaw, and to a “loose joint” with 
permanently stretched capsule allowing 
extreme excursion or subluxation of con- 
dyle. This “wandering condyle” can press 
abnormally on surrounding structures, 
blocking the Eustachian tubes, causing de- 
structive changes in the joint itself, and 
producing various symptoms by impinge- 
ment on the auriculo-temporal and chorda- 
tympani nerves. 





*Read before the Eye, Ear, Nose and Throat Section, 
Annual Meeting, Oklahoma State Medical Association, May 
2, 1939. 


SYMPTOMS 

Ear Symptoms: 

1. Intermittent or continuously impaired 
hearing. 

2. Stopping or “stuffy” sensation in the 
ears, marked about meal time. 

3. Tinnitus, usually “low buzz” in type, 
less often a snapping noise while 
chewing. 

4. Dull or “drawing” pain within the 
ears. 

5. Dizziness and nystagmus. 


Pain and Irritative Symptoms: 


1. Pain and aching around temporo- 
mandibular joint and over side of head, 
mostly in temporal region. 

2. Headache about the vertex and occi- 
put and behind the ears (typical site 
of posterior sinus pain) increasing to- 
ward the end of the day (atypical 
sinus history suggestive of eye head- 
ache). 

3. Burning or aching sensation in the 
throat (glossopharyngeal neuralgia). 

4. Burning tongue (glossodynia). 

5. Dry mouth with almost total absence 
of saliva and, rarely, excessive saliva. 

6. Occasional herpes of the external ear 
canal and buccal mucosa, most marked 
on the edentulous side. 

7. Pain attacks after movement of jaw 
or chewing tough substances. 

8. Trismus. 


Signs: 
1. Maloccluding original teeth, lack of 

















molar teeth on one side or badly fit- 
ting dental plates, permitting over- 
closure. 

2. Mild catarrhal deafness, improved at 
once by inflation of Eustachian tubes. 


3. Dizzy spells, relieved by inflation of 
tubes. 

4. Tenderness to palpation of one or both 
mandibular joints. 


5. Looseness of condyles within the joint 
capsule, and weaving of condyles from 
side to side on opening or closing jaw. 


6. Marked comfort to patient from inter- 
posing a flat object between the jaws. 


7. The presence of the typical headache 
when sinuses or eyes are found to be 
negative. 

8. X-ray study showing destructive 
changes or abnormal excursion of con- 
dyle in temporo-mandibular joint. 


Let’s briefly review the anatomy and 
physiology of this joint according to Cun- 
ningham*. 

“This joint is the articulation of the 
head of the mandible with the articular 
fossa and articular eminence of the tem- 
poral bone. It is a synovial joint; and its 
cavity is separated into an upper and a 
lower part by an articular disc. 


“The capsular ligament is attached su- 
periorly to the temporal bone around the 
margins of the articular fossa and emi- 
nence, and inferiorly to the neck of the 
mandible. Its lateral part is thickened to 
form a triangular band called the temporo- 
mandibular ligament. That ligament is 
attached by its base to the zygoma and the 
tubercle of the root of the zygoma, and 
by its apex to the lateral side of the neck 
of the mandible. 


“The articular disc is an oval plate of 
fibro-cartilage whose periphery is fused 
with the capsular ligament, and it there- 
fore divides the joint cavity completely 
into an upper and a lower compartment. 
The upper is the large compartment, since 
the upper articular surface is the wider. 


“The synovial membrane is in two sep- 
arate parts. It lines the capsular ligament 
around each chamber, and is reflected .on 
to the disc. 


“The only ligaments proper to the joint 
are the capsular and temporo-mandibular. 
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Two other ligaments—the spheno-mandib- 
ular and stylo-mandibular—are described 
with the joint because they connect the 
mandible with the cranium; but they are 
not closely related to the joint, and add 
but little to its strength. For that matter, 
the joint does not rely on any of its liga- 
ments: it is chiefly the muscles of mastica- 
tion that keep the mandible in its place. 


“The movements of the mandible at the 
joint are the following: 1. depression; 2. 
elevation; 3 protraction; 4. retraction; 5. 
side to side or chewing movements. 


“When the mandible is depressed the 
articular disc and the head of the mandible 
moves forward in the articular fossa, and 
the head finally takes up a position below 
the articular eminence. The forward 
gliding of the disc and head in the upper 
compartment of the joint is accompanied 
by another movement in the lower com- 
partment—a rotation of the head of the 
mandible on the lower surface of the ar- 
ticular disc. Elevation of the mandible or 
closure of the mouth is brought about by 
a reverse series of changes in both com- 
partments of the joint. There is some 
doubt about the position of the transverse 
axis around which the movements of ele- 
vation and depression take place, but it 
is generally supposed to be situated at the 
level of the mandibular foramen. The 
movements are therefore least at that level, 
and consequently the inferior dental ves- 
sels and nerves are not unduly stretched 
when the mouth is opened and shut. In 
protraction and retraction the movement 
is confined chiefly to the upper compart- 
ment of the joint, and the head of the 
mandible, with the articular disc, glides 
forwards and backwards upon the tem- 
poral articular surface. In the chewing 
movements of the jaw, the mandible is 
carried alternately from one to the other 
side. 

“The muscles on each side which are 
chiefly engaged in producing these move- 
ments are the following: 1. depressors— 
the platysma, the mylo-hyoid, and the an- 
terior belly of the digastric; 2. elevators— 
the masseter, medial pterygoid, temporal; 
3. protractors—the lateral pterygoid, and 
to some extent the medial pterygoid and 
the superficial fibres of the masseter; 4. 
retractors—the posterior fibres of the tem- 
poral and the deep fibres of the masseter; 
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5. side to side movement is produced by 
the muscles of opposite sides acting alter- 
nately.” 

The ear symptoms of impaired hearing, 
stopping or stuffy sensation in the ears, 
tinnitus, dull or “drawing” pain within the 
ears, dizziness and nystagmus are due to 
blockage of the Eustachian tube with de- 
rangement of intratympanic pressure. Cos- 
ten* showed on a cadaver section how this 
comes about and I quote him as follows: 


“In all cases except those in which the 
catarrhal deafness was due to chronic nasal 
infection or those having a coincident 
nerve deafness, the hearing improved at 
once after inflation. Finding it difficult 
to reconcile this prompt change with the 
previous theories as to concussion of the 
internal ear structures, which if correct 
would require months for recovery, an- 
atomical study was made by serial sections 
through the joint and ear structures. A 
plane was found in which, when the jaw 
of the soft tissue specimen was overclosed 
manually (to imitate similar overclosure 
in life), all soft tissues next to the Eusta- 
chian tube, including the tensor veli pala- 
tini muscle bordering the membranous an- 
terior edge of the tube and the adjacent 
sphenomeniscus muscle, were seen to 
wrinkle and close the tube firmly. This 
coincided with the fundamental studies of 
Prentiss who demonstrated relaxation of 
the spheno-mandibular ligament when the 
mandible is closed and the fact that the 
ligament is a part of the general fascia 
which encloses the external and internal 
pterygoid muscles. These functions ex- 
plain the improvement in condition of the 
Eustachian tubes when the “bite’ ’is open- 
ed, whether the ears are treated or not, 
accounts for the habit of the deafened per- 
son dropping the mouth open when in- 
tently listening, and explains the comfort 
afforded the miner who opens his Eusta- 
chian tubes just before the concussion of 
a blast, by dropping his mouth open—all 
dependent upon tensing the spheno-man- 
dibular ligament. 

“The symptoms of tinnitus was account- 
ed for by the buzzing sensation which oc- 
curs in typical catarrhal deafness, and the 
less frequent snapping noises, attributed to 
perforations of the meniscus of the joint, 
as originally described by Prentiss. 


“Dizziness which could be relieved by 


inflation of the Eustachian tubes, and 
therefore distinguished from that of toxic 
labyrinthitis, was found in 14 of the 52 ear 
cases.” 

Headache and pain around the temporo- 
mandibular joint is explained by Costen* 
as follows: “1. erosion of the bone of the 
glenoid or mandibular fossa, and impac- 
tion of the condyles against the thin bone 
separating them from the dura and its 
rich nerve supply; 2. irritation by the un- 
controlled movement of the condyles back- 
ward or mesially, of the auriculotemporal 
nerve, which passes intimate to the mesial 
side of the capsule between the condyle 
and the tympanic plate to distribute over 
the temporal and vertex regions; 3. pro- 
duction of reflex pain and sensory dis- 
turbance in the various connections of the 
chordatympani nerve, the condyle irri- 
tating it where it emerges from the tym- 
panic plate at the mesial edge of the 
glenoid fossa through the petrotympanic 
fissure. 

“Reasoning from the fact that the man- 
dibular joint capsule is weaker on the mes- 
ial side, and the glenoid fossa is protected 
laterally by the zygoma, it was assumed 
that in the jaw with unilateral loss of 
teeth the joint on the unsupported side 
would suffer most destruction. Observa- 
tion of the jaw movements of this type of 
case showed that the patient attempts to 
occlude the remaining teeth by weaving 
the jaw laterally toward them. The man- 
dibular teeth slip beyond the maxillary 
on occlusion, and the condyle on the un- 
supported side is pulled mesially and up- 
ward by the chewing muscles. Exactly 
the same thing happens when the natural 
teeth are worn or badly occluding and fail 
to take the impact of the chewing move- 
ment. The joint on the poorly supported 
side is destroyed. Its condyle slips mesial- 
ly on closure, impacts the nerve and ini- 
tiates pain on the same side. Twenty-one 
cases fall into this group, and the various 
pains invariably occur on the side on which 
proper molar support is entirely lost. The 
joint on the same side is usually quite ten- 
der to palpation internally, and functions 
with a crunch when palpated externally. 
Ear symptoms, as stopping and deafness, 
are notably absent in these unilateral neu- 
ralgia cases. Each case showing stoppage 
of the ear or dizziness was at once re- 
lieved.” 




















Burning or aching sensation in throat, 
usually unilateral, stimulating glosso- 
pharyngeal neuralgia, may be due to the 
condyle irritating the auriculotemporal 
nerve and through its connections with the 
otic ganglion and glossopharyngeal nerve 
cause referred pain over the glossopharyn- 
geal nerve sensory distribution. 

Burning tongue (glossodynia) without 
local lesions, usually unilateral, may be 
explained by the condyle irritating the 
auriculotemporal nerve (which is a branch 
of the mandibular nerve) and then referred 
pain over the lingual nerve (which is also 
a branch of the mandibular nerve). The 
lingual nerve supplies sensory function to 
the anterior 2/3 of tongue and “burning” 
may be limited to this area but the whole 
tongue may burn on the affected side due 
to referred pain also over the glosso- 
pharyngeal nerve which supplies the pos- 
terior 1/3 of the tongue. 

Disturbance of salivary secretion, either 
excessive dryness of the mouth or exces- 
sive salivation (slobbering) may be ex- 
plained by condyle irritating the chorda 
tympani nerve which supplies the motor 
fibers for innervation of the submaxillary 
and sublingual salivary glands and by con- 
dyle irritating the auriculotemporal nerve 
which contains, in addition to the sensory 
fibers to joint and over side of head, the 
motor fibers for innervation of the parotid 
salivary gland. Taste may be disturbed 
through the irritation of the chorda-tym- 
pani nerve. 

Vesicular eruptions or herpes about the 
external canals, corners of mouth, hard 
palate or the buccal mucosa which cleared 
up after repositioning the jaw is proof that 
their source is pressure irritation by the 
condyle on the auriculotemporal and 
chorda-tympani nerves. Costen* states 


about 20 per cent of his cases show herpes. ~ 


Many patients will give history of pain 
or fatigue in the mandibular joints or 
headache or pain in face after chewing 
tough substances or after talking a while, 
anything that causes abnormal movements 
of condyle in the worn joint. 

Recently Costen® has described trismus 
as being a cause of temporo-mandibular 
joint disfunction in patients with normial 
occlusion. Any irritation of any of the 
sensory branches of the trigeminal nerve 
can cause trismus or spastic contraction of 
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the muscles of mastication which are sup- 
plied by the mandibular division of the 
trigeminal nerve, through reflex pain. On 
attempting to open the mouth, the trismus 
tends to hold or limit the excursion of that 
condyle, resulting in excessive stress or 
compression of the condyle on the menis- 
cus and mandibular joint structures, pro- 
ducing more pain again, which causes more 
trismus—thus a vicious cycle is established, 
finally resulting in destructive changes 
within the joint. One 16-year-old patient 
of Costen’s had trismus for a year, with be- 
ginning destruction and symptoms in the 
temporo-mandibular joint on same side. 
X-ray showed an impacted unerupted 
third molar on that side, presumably the 
source of trismus. Extraction of offend- 
ing tooth relieved the trismus, consequent- 
ly repositioning the condyle normally. 

Careful history of symptoms and the 
signs as noted in first part of this paper 
should be sought for and X-rays taken of 
both temporo- mandibular joints with 
mouth open and closed in the Sproull po- 
sition as described by Drs. Sherwood 
Moore and Wendell Scott in Costen’s ar- 
ticle* or the technique used by Dr. Edwin 
C. Ernst’. Points to be seen by X-ray 
study are: 1. erosion of condyle and articu- 
lar tubercle; 2. abnormal excursion of con- 
dyle; 3. impaction of condyle; 4. bone de- 
struction; 5. ankylosis; 6. fibrosis of joint 
capsule. 

All of the above symptoms and signs will 
not be present in any one case, and it will 
be noticed that the ear symptoms pre- 
dominate in the bilateral cases or edentu- 
lous mouths as a pressure effect producing 
“catarrhal deafness” and the pain and irri- 
tative symptoms predominate in cases with 
loss of molar support on one side only, or 
with malocclusion sufficient to cause path- 
ology of one or both temporo-mandibular 
joints. 

Treatment: Repositioning of condyle or 
condyles to near as possible normal rela- 
tionship in the joint by dental reconstruc- 
tion. Increasing the vertical dimension of 
jaw only a small amount to remove con- 
dyle from range of impinging upon the 
nerves can relieve many cases of pain and 
irritative symptoms. “Opening the bite” 
too much will exaggerate the symptoms. 


Approximate testing before permanent 
dentures advised to prove the presence or 
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absence of these factors is done by the use 
of one millimeter thickness cork discs, 
which are placed within the patient’s jaw 
for a short test at the time of the examina- 
tion, and when not conclusive the patient 
is given the discs and instructed to carry 
them within the jaws for a few days, sev- 
eral hours a day. The patient can talk 
and carry on ordinary duties with these 
cork discs between jaws in molar regions. 
Changes in the nature of the symptoms are 
reported on his return. The prognosis in 
a given case depends on these factors: (a) 
the accuracy with which refitted dentures 
relieve abnormal pressure on the joint, 
the increase of vertical dimension keeping 
the moving condyles out of range of dura, 
chorda-tympani and auriculotemporal 
nerves; (b) the extent of injury to the 
Eustachian tube and to the condyle, the 
meniscus and the joint capsule. 


Schultz* has described a method of 
shortening and strengthening the capsule 
of the joint by injecting into the joint a 
fibrosing agent, sodium psylliate. I have 
never done this but it sounds reasonable 
and he reports good results. 

COMMENTS 

1. Neuralgias about the head and ear 
symptoms form a definite clinical syn- 
drome associated with temporo-mandibu- 
lar joint pathology. 

2. Relief can be obtained after proper 
dental reconstruction to reestablish the 


o 


normal relationship of the condyle within 
the glenoid fossa. 


3. The neuralgias and deafness associ- 
ated with this syndrome simulate disorders 
of eyes, ears, and sinuses and must be 
carefully differentiated. 

4. It is necessary for the physician to 
cooperate with the dentist in reconstruc- 
tion of jaw—some cases can be relieved by 
merely putting on an overlay in molar re- 
gion, placing in a bridge, or constructing 
a new set of dentures, properly fitted, in 
edentulous patients. Cases of malocclu- 
sion of natural teeth present the greatest 
difficulty. 

5. In all cases of headache, neuralgias 
about the head and ear trouble, the teeth 
and absence of teeth should be examined 
as well as the temporo-mandibular joints 
for this syndrome. 
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Extrapleural Pneumothorax Operation* 


Paut B. LINGENFELTER, M.D. 
CLINTON, OKLAHOMA 


Extrapleural pneumothorax, contrary 
to the usual belief in this country, is a 
very old procedure. According to past 
records the first operation was performed 
by Tuffier in 1891 and the collapse was 
maintained by refills of air. The opera- 
tion was probably discarded as the result 





*Read before the Section on Surgery, Annual Meeting 
i. State Medical Association, Oklahoma City, May 
» 2 


of unsatisfactory facilities for the contin- 
uation of pneumothorax in the modern 
way. The previous name for this pro- 
cedure was the Plombage operation and 
the materials used were numerous varying 
from rubber bags, to the different types 
of foreign material such as wax, vaseline, 
the combination of same, gauze packs, fat 
and muscle transplants. The result of all 











nm eee oe ee Lf 

















of these was somewhat disheartening; 
however, there was an occasional success- 
ful case. 

Graf deserves credit for the present re- 
vival of interest in the procedure. He, like 
many others, had many basal complica- 
tions following the well known thoraco- 
plasty, for which this operation offers 
some benefit. 


TECHNIQUE OF OPERATION 


Present operative medication consists of 
rather heavy doses of opiates and barbit- 
urates. The operation is carried out under 
local and intercostal block anesthesia. 


Patient is placed in a horizontal and 
lateral position with face and upper side 
tilted downward and forward. A 10 to 14 
centimeter incision is made parallel to the 
rib selected for approach into the thoracic 
cavity. A split muscle incision is made 
down through the trapezius and rhomboid 
muscles thus exposing the posterior 
thoracic cage. A six to eight centimeter 
segment of the rib is removed. We have 
found it better to identify the extrapleural 
plane using curved forceps for blunt dissec- 
tion along the upper periosteal margin at 
the junction of the intercostal muscle at- 
tachments. Great care must be taken to 
secure the line of cleavage along the intra- 
thoracic fascia. Quite frequently the ten- 
dency is to err and find one’s self either 
intrapleural or outside the endothoracic 
fascia. The latter will promptly be noted 
by the presence of intercostal nerves and 
soft tissues torn loose from the intercostal 
beds and found lying in the freed lung 
portion. 

The line of cleavage along the intra- 
thoracic plane once having been made the 
remaining separation is carried out by 
blunt dissection with fingers and small 
sponges mounted on curved sponge sticks 
and using either lighted retractors or 
sponge sticks to retract the lung from the 
lateral chest wall. Dissection is carried 
from back to front over the apex and last 
around the mediastinal border partly by 
feel and partly by direct vision. The ex- 
tent of dissection depends upon the extent 
of the disease. We have found it best to 
carry dissection two or three interspaces 
below the diseased area posterior. The 
operative area is irrigated with saline and 
the solution removed. If there is any 
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question of postoperative oozing, the area 
is partially filled with saline; this is re- 
moved within 24 hours. 

In the closure lies an important step in 
the success of the operation. The first 
layer varies in the individual case; in some 
cases it is possible to approximate the 
thickened periosteum over the resected 
rib area, in others the first layer will be 
the intercostal muscle and in still other 
cases the first closing layer will be the 
posterior serratus muscles and the over- 
lying posterior thoracic aponeurosis or the 
intercostal muscles and lumbo-dorsalis 
fascia followed by outer layers. Entire 
closure is made with interrupted figure of 
8, number 2 black silk suture, each layer 
being sutured to the previous one. 


INDICATIONS FOR EXTRAPLEURAL PNEUMO- 
THORAX OPERATION 


1. In cases with unsatisfactory intra- 
pleural pneumothorax, where the lung tis- 
sue is plastered to the chest wall, resulting 
in unsatisfactory closure of cavities. 


2. Where there is no space whatsoever 
as a result of attempted intrapleural pneu- 
mothorax. 

3. In cases where there is fairly exten- 
sive cavitation accompanied by either uni- 
lateral or bilateral lesions, in which cases 
there is too much activity to warrant thora- 
coplasty. 

4. Very young individuals, where the 
thoracic cage has not reached maturity, 
and in old people too old for the more ex- 
tensive procedure. 

5. Cases with large adhesions containing 
lung tissue which cannot be successfully 
treated by closed pneumonolysis. 


CONTRAINDICATIONS AND COMPLICATIONS 


1. In cases with extensive thin walled 
cavities located along the chest wall with 
very little reaction, such are likely to be 
perforated. One such unavoidable open- 
ing occurred in our series after some 40 
odd cases had been done. 


2. In cases with extensive apical cavita- 
tions in which the blood supply to the 
outer wall has been destroyed, the freeing 
of such cavitation from the chest wall has 
produced a gangrenous sluff of the outer 
surface. Such occurred in one of our cases 


10 days postoperative. 
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3. The operation should not be used in 
preference to intrapleural pneumothorax. 


4. Other complications have been the 
interruption of the parietal pleura giving 
localized pneumothorax. 

5. We have had frequent hemorrhages 
along the costochondral border anteriorly 
at the level of the first, second and third 
ribs where there are several nutrient ar- 
teries extending to the parietal plural sur- 
face; all of these have been controlled by 
high frequency coagulating current. 

6. Serous effusion invariably follows, 
and the formation of a thickened fibrinous 
capsule results. 

7. One case was complicated by rather 
extensive blood clots, which were removed 
by re-operation for further collapse. 


8. One incision has opened giving a com- 
plete communication with the extrapleural 
space. 

9. We have also had a spread to the 
contralateral side and spreads to the base 
of the so-called good portion of the lung 
on the operative side. 


9-a. Postoperative dyspnea due to a 
mediastinal shift and cardiac embarrass- 
ment. 

10. One case of partial superior vena- 
cava obstruction on the right relieved by 
reducing the extraplural pneumothorax 
pressure. 

11. The effusion in two of our cases thus 
far has developed into tuberculous empy- 
ema of the extraplural space. 


12. Several of our cases were operatively 
prepared for a partial thoracoplasty (two 
ribs) before the procedure, so that in the 
event the extrapleural dissection had been 
impossible, the partial thoracoplasty could 
be performed. 


Such cases are: 

a. In cases having very adherent pleura 
and underlying thin-walled cavities, the 
cavities are very likely to be perforated. 


b. Cases with dense, heavy fibrosis and 
thickened pleura, as such cases will do 
better with relaxation by thoracoplasty 
and destruction of the periosteum. 


CONCLUSIONS 
1. Extrapleural pneumothorax is one 


of the most outstanding operative addi- 
tions to the treatment of pulmonary tu- 
berculosis since the advent of thoraco- 
plasty. 


2. The operation will partially supplant 
thoracoplasty for the following reasons: 


(a). Cosmetic reasons. There is no mu- 
tilation visible as in thoracoplasty. 


(b). Comparatively speaking, there is a 
very small amount of shock in pro- 
portion to the extent of the collapse 
as compared with thoracoplasty. 


(c). Operation is possible on patients 
too sick for thoracoplasty and will 
be of greater assistance in such 
cases. 

(d). There will be fewer thoracoplasties 
because patients will have had the 
indications for the extrapleural 
pneumothorax operation before 
their condition would warrant 
thoracoplasty. 


3. Ata later date when it is deemed ad- 
visable to discontinue the collapse such 
has been done by refilling the space with 
oil or by thoracoplasty. 


4. Many cases will undoubtedly take air 
refills the rest of their lives. 


5. Some cases may be. allowed to de- 
velop obliterative pneumothorax by dis- 
continuing air refills. 


6. It is very unlikely that the average 
lung will re-expand, due to a very thick, 
fibrous capsule lining the extrapleural 
space. 

7. We have done 48 operations on 44 pa- 
tients with one fatality, 10 days post-opera- 
tive, giving us at this time a 2.3 per cent 
mortality. 


8. It is too soon to make any final con- 
clusions in respect to this operation as our 
oldest cases are not yet a year old. 


REFERENCES 


Belsey, R.: Journal of Thoracic Surgery, August, 1938. 


Overholt and Tubbs: Journal of Thoracic Surgery, 
August, 1938. 

Roberts, J. E. H.: British Journal of Tuberculosis, April, 
1938. 

aaa Oliver: Journal of Thoracic Surgery, December, 
1 x 














iia, ae ae ee ee Be i“ je a COU te OLA 


424ns 00D @ 4# &mMmA ee eee OO 


oO 


iganawawst & 


> 














JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


Tendon Transplantation in Ocular Muscle 
Paralysis* 


Harvey O. RANnpDEL, M.D. 
OKLAHOMA CITY, OKLAHOMA 


In cases of permanent paresis and diplo- 
pia, except in certain position of the head 
and eyes, putting the eyes in a more con- 
venient or comfortable position by ad- 
vancement with or without recession, or 
tenotomy, separate or combined with ad- 
vancement, will often be sufficient to re- 
lieve the diplopia phobia manifested in this 
type of case. This procedure has been prac- 
ticed for years, and seems more adapted 
to concomitant squint or where a paralyzed 
lateral rectus has recovered power and 
structural as well as innervational changes 
have resulted in contracture of the ap- 
ponent, thereby perpetuating the existing 
deformity. It may also be used to advan- 
tage as in tenotomy of the yoke or con- 
jugate L inf. oblique in cases of sup. rectus 
paralysis or weakening of sup. oblique in 
inf. rectus paralysis due to overaction. 

Dr. Brittan F. Payne, in the Archives of 
Ophthalmology, July, 1938, reports a case 
of abducens paresis successfully operated 
by this method. (Advancement Reces- 
sion.) However, the patient was able to 
abduct the eye to the primary position, 
demonstrating some lateral rotation. The 
end result in this case was particularly 
gratifying in that no diplopia was found in 
any direction of the gaze. He states, how- 
ever, that the case was specific in type, 
and the paralysis of relatively recent 
origin. Where there is complete paralysis 
of the Ext. Rectus muscle, which is the 
most common of all individual muscle pal- 
sies, the sixth cranial nerve being more 
vulnerable to attack, due to its exposed 
course, tendon transplantation offers the 
most, although no operation will relieve 
the diplopia in every position of the eyes. 
This operation would seem to be the proper 
application in all of the Recti extra ocular 
muscles unless it be the sup. rectus. 





*Read before the Section on Eye, Ear, Nose and Throat 


Annual Meeting, Oklahoma State Medica] pene Okla- 
homa City, May 2, 1939. 





O’Connor has summarized in his article 
on tendon transplantation that this might 
be an incorrect application because of a 
possible interference with downward ro- 
tation. This operation is credited with be- 
ing the most extensive of muscle opera- 
tions, although I find that it is much easier 
than I anticipated. The advancement is 
less complicated, the eye ball being held 
by the sup. and inf. recti. This also elim- 
inates tension on the stitch. I follow the 
technique as outlined by Lancaster in 
Berens Text of Ophthalmology, transplant- 
ing half of the sup. and inf. rectus to act 
for the lateral or medial rectus. I divide 
the operation into two stages, doing a re- 
cession of the apponent one month later 
in order to determine more accurately the 
amount or distance I wish to recede the 
attachment. This also shortens the time 
of the first operation, which is time con- 
suming under the most favorable circum- 
stances. I use general anaesthesia for the 
first stage and local for the second. O’Con- 
nor uses local, and advises that the inner 
three-fourths of the tendons be transplant- 
ed, calling attention to the lessening of 
apponent and restraining effect as com- 
pared to transplanting the outer halves. 
He formerly in five cases transplanted the 
entire tendons of the vertical recti but 
abandoned the operation because of mark- 
ed vertical deviation in two cases. 


Peter, in his recent text advocates a re- 
cession of the internus reattaching the 
muscle about 5 mm. back of the stump. He 
also recommends that this be performed 
at the same time of the tendon transplanta- 
tion. 


Report of a case: 


Mrs. B., age 68. This was a case of com- 
plete abducens palsy from fracture of the 
skull of four years duration. Transplanta- 
tion of the outer halves combined with 
advancement of the externus permitted 
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her to abduct the eyes to the primary po- 
sition. One month later a recession of 2 
mm. of the internus increased the ext. ro- 
tation seven degrees, and left the internus 
adequate for convergence. Five degrees 
or left hyerphoria was corrected with 
prisms. The cosmetic result was excellent 
and she experiences no difficulty in the 
primary position (eyes front). 
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New Books 


CANCER HANDBOOK of the Tumor Clinic, Stan- 
ford University School of Medicine. Edited by 
Eric Liljencrantz, M.D., Chief of Tumor Clinic, 
Stanford University School of Medicine, Con- 
sultant in Neoplastic Disease, United States 


Marine Hospital, San Francisco. Stanford Uni- 
versity Press, Stanford University, California. 
London, Humphrey Milford, Oxford University 
Press. 

















The material presented in this book was as- 
sembled for postgraduate instruction at the Stan- 
ford University School of Medicine. The methods 
outlined are those used in their Tumor Clinic. 
It is divided into 12 chapters, the first being the 
Cancer Problem with discussion of the inherent 
and extrinsic factors in the causation of cancer. 
It is classified both clinically and microscopically. 

The next chapter gives a complete discussion as 
to radiation therapy. Other chapters are devoted 
to cancer from a regional standpoint; Leukemias 
and Lymphoblastomata and Bone Tumors are dis- 
cussed in separate chapters. There are 50 illustra- 
tions and charts making this a very complete and 
concise discussion of the Cancer Problem and the 
arrangement is ideal for students. 


TEXTBOOK OF OBSTETRICS WITH SPECIAL 
REFERENCE TO NURSING CARE: by Dr. 
Charles B. Reed and Bess I. Cooley, R. N. of 
the Wesley et Hospital, Chicago. Pub- 
lished by The C. V. Mosby Company, St. Louis. 
Price $3.00. 


AN INTRODUCTION TO SOCIOLOGY AND 
SOCIAL PROBLEMS: by Deborah Machurg 
Jensen, R. N., B. Sc. Published by The C. V. 
Mosby Company, St. Louis, Missouri. Price $2.75. 


VARICOSE VEINS. By Alton Achsner and Howard 
Mahorner, School of Medicine, Tulane University. 
Publishers, The C. V. Mosby Company, St. Louis, 
Missouri. Price, $3.00. 

This book is dedicated to Rudolph Matas, uni- 
versally acclaimed Father of Modern Vascular 
Surgery, and the foreword is from his pen. 
pa A, ~ ¢ yy - this a beautiful - 
luc an systematically arranged in 
nine chapters, tage Pee om history, anatomy, pathology, 
physiology, etiology, c examination 
treatment of nn ~ hy aa ulcers. 


There are 50 illustrations and two color plates. 

In all this is a most comprehensive discussion of 

the subject with the results of the investigation 

of the disturbed physiology, the use of appropriate 

a tests and the evaluation of methods of 
nt 


A TEXTBOOK OF SURGERY (Second Edition): 
By American Authors, Edited by Frederick Chris- 
topher, B.S., M.D., F.A.CS., Associate Professor 
of worn & at Northwestern University Medical 
School; ef Surgeon, Evanston (Illinois) Hos- 
pital. Second Edition, Revised. 1,695 pages with 
1,381 illustrations on 752 figures. Philadelphia 
and London: W. B. Saunders Company, 1939. 
Cloth, $10.00 net. 


The first edition of this book was universally 
accepted as one of the most complete one volume 
works on the subject of surgery. Its thorough 
indexing makes reference easy and its complete- 
ness recormmends it as the ideal desk reference. 


Every subject is covered by some known authority 
and one consequently feels that they have the last 
word on any particular subject in this compilation. 


This second edition brings the book distinctly up 
to = and can be assured of an enthusiastic re- 
ception. 


TREATMENT BY DIET. By Clifford J. Barborka. 
Published by J. B. Lippincott Company, Phila- 
delphia. Price, $5.00. 


This work now in its fourth edition since 1934 
has successfully met the demand for such a book 
both by the general practitioner and the specialist. 


There is no reason to be confused in reading this 
book and prescribing the proper diet as it is ar- 
ranged so that one may easily determine the caloric 
value, carbohydrate, protein and fat content and 
the quantities in household measurements. 


Convenient tables as to percentage of carbo- 
hydrates in vegetables and fruits, comparative 
servings of cereals, bread stuffs, dairy products, 
meats, vegetables and fruits simplify the arrange- 
ment of the indicated diet. 

All diseases in which diet is of paramount im- 
portance are discussed including diabetes mellitus, 
gout, obesity, underweight, nephritis, anemia, dis- 
~y of the digestive tract, deficiency diseases, 
et cetera. 


Ketogenic diet and food allergy are liberally 
discussed 


In all this is a presentation of the subject that 
can be well adapted to any physicians’ needs. 


PRACTICE OF ALLERGY: By Warren T. Vaughan, 
M.D., Richmond, Va. Published by C. V. Mosby 
a ed 3525 Pine Blvd., St. Louis, Mo. Price, 

11.50. 

This third edition differs from, previous editions 
as it is a thorough treatise on the subject and 
written for the medical profession —. It deals 
with botany, bacteriology and mycology. Skin, 
gastro-intestinal, eye, nose, throat and nervous 
findings are discussed as to symptoms. 

The reading matter is divided into 80 chapters 
so classified as to make easy reference. 

The book is ly illustrated with original 
photographs 

Symptoms, diagnosis, ‘treatment and prophylaxis 
are all covered in a very complete manner. There 
io meusth erigtnal Gatk aad in o biblceraphe cov. 
ering 30 pages credit is given to any authorities 
quoted. 

This is a complete and valuable work and will 
ae useful to any physician interested in the 
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EDITORIAL 
THE POWER OF PERSONAL APPEAL 


LEWIS J. MOORMAN. M.D., Oklahoma City 

We are living in an age of relative unrest 
and instability; an age in which scientific 
and mechanistic advances have run far 
ahead of our comprehension and our power 
of equable integration. The resulting con- 
fusion has initiated political, industrial, 
economic and sociological concepts which 
threaten the very foundations of personal 
freedom. Individualistic prerogatives are 
rapidly succumbing to socialistic trends. 











Fortunately human nature is a constant 
factor. Like the golden thread of truth, it 
runs unbroken and unchanged throughout 
the ages. 


If we search diligently in the 





mud-tinged current of modern life, we find 
it, the same genuine human entity, lament- 
ing past failures and losses and anxiously 
contemplating an uncertain future. 


Inherent in human nature, and inter- 
woven with the golden thread of truth, 
stand religious freedom and the unhamp- 
ered choice of a physician. Not long ago 
James Whitcomb Riley wrote: “Why not 
idealize the doctor some.” Riley was the 
people’s poet; he touched the average heart 
with a broad human thrust. Beginning 
with Socrates, this sentiment has been ex- 
pressed by many of the world’s greatest 
philosophers. It still occupies a fallow spot 
in the hearts of all people who are for- 
tunate to have the services of a worthy 
physician. 

The average doctor and the average citi- 
zen have much in common. Chief among 
their common interests, are the freedom 
of choice and the personal relationship be- 
tween doctor and patient. To many pa- 
tients, these fundamental principles are 
quite obvious, and, in their opinion, worthy 
of preservation even at the point of the 
sword. To others, though equally precious, 
they may remain as latent or subconscious 
rights and privileges. 

As physicians, it is not only our privi- 
lege, but our duty to inform the latter 
group as to the evils of socialized medi- 
cine, and to warn both groups whenever 
danger threatens and to encourage intelli- 
gent opposition to political schemes which, 
inevitably, lead to the deadening influences 
of bureaucratic control. 

The frequent contact, the vital relation- 
ship, and the unselfish mutual interests 
between doctor and patient result in op- 
portunities for education which should be 
accepted by every physician as a grave 
responsibility. It is not only the family 
physician’s duty to give his patients the 
best available medical care, but it is his 
duty to preserve and safeguard the system 
of practice through which the best may 
always be made available. 


We have reason to believe that in the 
near future, every reputable physician 
may be supplied with suitable educational 
material which he may pass on to the pa- 
tient with the stamp of his approval and 
the influence of his personal appeal. In 
the meantime, we should make use of every 
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opportunity to have a heart to heart talk 
with our patients about our mutual in- 
terests which are being seriously threat- 
ened by unwarranted paternalism. 


,.. 
a 


ACTIVITIES OF THE A.M.A. 


Feeling that it is important for the mem- 
bers of the State Association to be familiar 
with some of the major projects of the 
American Medical Association we are going 
to publish some extracts from the report 
of the Board of Trustees and some Stand- 
ing Committees. 

“The total income in 1938 was larger than 
in 1937, but the increase in total expendi- 
tures was considerably larger than the in- 
crease in income. Income from interest on 
investments was slightly larger in 1938 
than in the preceding year. Total expendi- 
tures were larger than income by the sum 
of $11,401.51.” 

It has been the earnest purpose of the 
Board of Trustees and of the Editorial De- 
partment to maintain the Journal of the 
American Medical Association in its estab- 
lished position of leadership in the field 
of medical journalism and to increase its 
usefulness both as a scientific periodical 
and as a defender of the public interest. 


Among the new features developed dur- 
ing the past year has been the Student 
Section, which appears once each month, 
dealing with matters pertaining especially 
to student activities and to medical schools. 
It is proposed to continue the development 
of this department of the Journal so as to 
meet the apparent need for contact be- 
tween the student, the intern, the resident 
and the practicing physician. 

The activities of the Library have been 
continued along the same lines previously 
followed. There was a considerable in- 
crease in the number of periodicals lent to 
subscribers, and the Package Library has 
continued to supply material largely for 
the use of members of the Association who 
do not have ready access to medical li- 
braries. Approximately 5,000 individual 
inquiries on medicobibliographic subjects 
were answered during the past year, and 
more than 1,500 persons visited the Library 
in search of such material. The Quarterly 
Cumulative Index Medicus constitutes the 
major project of the Library Department. 











The earnings of the Cooperative Medi- 
cal Advertising Bureau, through which 
we obtain most of our national advertising, 
in 1938 were $33,392.45, of which amount 
the sum of $17,500 was distributed among 
the state journals after the operating costs 
of the Bureau had been deducted. The total 
amount of the value of advertising con- 
tracts secured through the Bureau for the 
State medical journals was $166,704.57. 


Briefly, the important work of the Coun- 
cil on Physical Therapy for 1938 has been 
directed toward the consideration of ra- 
dium and radon seeds, artificial limbs, 
audiometers, hearing aids, roentgen ray ap- 
paratus, the study of radio interference 
caused by electromedical equipment, the 
revision of the Handbook of Physical 
Therapy and of the booklet “Apparatus 
Accepted,” and the examination of other 
therapeutic apparatus. 

Consultants on audiometers and hearing 
aids, on artificial limbs, on roentgen ray 
apparatus and on radium and radon pro- 
ducts have cooperated with the Council in 
connection with the formulation of stand- 
ards, the preparation of articles and the 
consideration of apparatus in the respective 
fields. 

The interference with radio communi- 
cations by electromedical equipment was 
one of the important subjects coming be- 
fore the Council. A joint meeting was held 
at which members of the Medical pro- 
fession, representatives of the manufac- 
turers of electromedical equipment, of ra- 
dio manufacturers and other interested 
bodies, and officials of the Federal Com- 
munications Commission were present. 
Ways and means of solving the problems 
were considered but no definite action 
taken. 

The Council on Physical Therapy has 
revised the Handbook of Physical Therapy 
and brought it up to date. The booklet 
“Apparatus Accepted” has been revised 
and reprinted. 

The Council has continued its investiga- 
tion of and reporting on apparatus sub- 
mitted and in some instances has investi- 
gated and reported on products not sub- 
mitted. 

The Council on Industrial Health has 
completed its first year of organized activi- 
ty and much attention has been directed to 
internal organization and scope. The es- 
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tablishment of headquarters office and a 
bulletin have greatly facilitated the con- 
duct of its affairs. Preliminary work de- 
signed to introduce order into the chaotic 
field of industrial medical nomenclature 
is approaching completion. Plans are 
under way to create an abundance of op- 
portunities for sound instruction in the 
fundamentals of industrial hygiene design- 
ed for the undergraduate medical student 
and for the postgraduate education of phy- 
sicians. Contacts have been established 
with all the constituent associations, and 
committees of industrial health have been 
established in most of the states where the 
degree of industrialization seems to war- 
rant it. Steps have been taken to make 
available authoritative information on clin- 
ical and administrative phases of indus- 
tria] health. Ramifications of medical re- 
lationships under workmen’s compensation 
are realized and the Council will work 
toward uniformity of administration and 
elevation of medical standards. The Coun- 
cil has instituted an investigation into the 
relationship between trauma and appendi- 
citis. Its cooperation has been invited to 
determine the degree of medical interest 
involved in vocational rehabilitation. In- 
dependent agencies interested in industrial 
health have been investigated and activi- 
ties of those which have important con- 
tributions to make to the health of the 
worker will be brought to the attention of 
the medical profession.” 


The following is a summary of the re- 
port of the Bureau of Legal Medicine and 
Legislation: “Federal Legislation—Seven- 
ty-Fifth Congress: The new Federal Food, 
Drug and Cosmetic Act was approved by 
the President June 16, 1938, and the pro- 
visions of it relating to new drugs became 
effective immediately. The other provi- 
sions will become effective June 25, 1939. 
Under the provision of a law enacted by 
the Seventy-Fifth Congress, osteopaths are 
given the same status as doctors of medi- 
cine under the United States Employees’ 
Compensation Act. 


Seventy-Sixth Congress: The Wagner 
bill to amend the Social] Security Act pro- 
poses to give life to the recommendations 
of the Interdepartmental Committee to Co- 
ordinate Health and Welfare Activities. 
Essentially the bill proposes to provide fed- 
eral subsidies to induce the states to under- 


take new activities and to enlarge activi- 
ties already under way in certain economic, 
health and medical service fields named in 
the bill. The Capper sickness insurance 
bill contemplates a federal appropriation 
of $200,000,000 annually to induce the 
states to develop and maintain systems of 
health insurance. 

Other federal subsidies are proposed in 
pending bills to enable states to provide 
hospital beds for tuberculous persons, med- 
ical care for transients or nonresidents, fi- 
nancial aid to the disabled, and to improve 
measures for the diagnosis, treatment and 
control of cancer. 

A survey of narcotic conditions is pro- 
posed in a pending measure, and the crea- 
tion of a National Institute of Epilepsy sim- 
ilar to the National Cancer Institute is 
contemplated by another bill. Other fed- 
eral proposals would authorize federal in- 
come taxpayers to deduct the amount ex- 
pended for medical services, and would 
amend the Federal Food, Drug and Cos- 
metic Act for the relief of a nostrum ex- 
ploited for the relief of asthma. 


A proposal to bring under the old-age and 
unemployment provisions of the Social Se- 
curity Act organizations operated exclu- 
sively for religious, charitable, scientific, 
literary or educational purposes has been 
indefinitely postponed by the House Com- 
mittee on Ways and Means. 


The House Committee on World War 
Veterans’ Legislation has filed a report of 
its investigation of veterans’ hospitals but 
recommended no increase in beds. The 
present building program is being carried 
out with the aid of more than $13,000,000 
obtained by the Veterans’ Administration 
from PWA. Proposals continue to be made 
to Congress for the construction of new 
hospitals. The injustice that has been done 
to contract surgeons of the Spanish-Amer- 
ican War continues. 

Three bills propose the reorganization 
of the civil administrative agencies of the 
executive branch of the government but 
none provide for the establishment of a 
federal department of health or contain 
any authorization whereby such a depart- 
ment may be created. A pending bill, 
however, does propose the establishment 
of such an executive department with a 
secretary of health at its head. Another 
bill proposed the establishment of a United 
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States Medical and Surgical College to be 
located in the District of Columbia, in 
which graduates of accredited medical and 
surgical colleges will be trained for army, 
navy or public health work. 


The incorporation and the legalization 
of cooperative medical service organiza- 
tions in the District of Columbia is con- 
templated by a pending bill. 


State Legislation—During the year, as 
it has done in prior years, the Bureau kept 
constantly in touch with state legislation 
of medical interest, promptly advising 
state associations of legislative proposals 
that seemed to be of particular importance. 
Compulsory health insurance proposals 
were defeated in Massachusetts, New York 
and Rhode Island, but a commission was 
created in New York to study the matter 
and to report back to the legislature. Hos- 
pital service corporations were authorized 
in Kentucky, Louisiana and New Jersey. 
Other Legislation enacted in one or more 
states related to osteopathy, chiropractic, 
venereal diseases, narcotic drugs, vaccina- 
tion, pneumonia control, educational quali- 
fications of applicants for licenses to prac- 
tice medicine and the causes for which 
such licenses may be revoked. 


State Legislation by Initiative—Initiative 
measures in California and Colorado that 
would have jeopardized the public health 
and welfare in those states were decisively 
rejected by the people. Proposed initia- 
tive measures in Oklahoma and Ohio did 
not appear on the ballot.” 


The Bureau of Health Education, during 
the past year has done much which will 
be of interest, not only to the doctors but 
to the laity as well, as is evidenced by the 
following summary of their activities: 


“The Bureau handled 5,474 communica- 
tions from doctors, medical societies and 
cooperating agencies, 8,220 inquiries from 
the lay public and 1,145 pieces of radio 
audience mail. The Bureau broadcast 37 
dramatized radio programs in cooperation 
with the National Broadcasting Company. 
The radio library furnished scripts to 128 
county medical societies and 21 state med- 
ical associations, distributing a total of 
5,540 scripts covering 876 titles. Special 
radio broadcasts were arranged in connec- 
tion with the annual session at San Fran- 
cisco and the special session of the House 





of Delegates at Chicago. The Bureau co- 
operated with the Committee for the Pro- 
tection of Medical Research and distributed 
5,430 copies of pamphlets on protection of 
medical research to senior medical stu- 
dents; these were accompanied by an equal 
number of pamphlets on medical econom- 
ics. Cooperation was given to five major 
departments of the United States govern- 
ment. The Bureau represented the Amer- 
ican Medical Association in cooperative 
projects with the National Congress of 
Parents and Teachers, the General Fed- 
eration of Women’s Clubs, the National 
Committee for Boys and Girls 4H Club 
Work, the National Education, the Ameri- 
can Public Health Association, State and 
Territorial Health Authorities, National 
Organization for Public Health Nursing 
and the Federal Communication Commis- 
sion’s Committee on Evaluation of School 
Broadcasts. Public addresses were given 
to 157 audiences in 20 states, requiring 42,- 
859 miles of travel; these audiences num- 
bered 45,786 persons. Clipping loan col- 
lections from Hygeia were furnished to 
895 doctors in 46 states to aid them in pre- 
paring addresses for the public. The Bu- 
reau issued 12 new pamphlets and revised 
five old pamphlets. Eighty-two items were 
contributed to the Journal and 34 to Hy- 
geia. Revision of the periodic health exam- 
ination blank and manual was begun. The 
Joint Committee on Health Problems in 
Education of the National Education Asso- 
ciation and the American Medical Asso- 
ciation was completely reorganized.” 


The Bureau of Medical Economics has 
undertaken several important studies dur- 
ing the past year, the report of these studies 
is summarized in the following: 


“Studies of Medical Care—Medical so- 
cieties in 45 states and the District of Co- 
lumbia are participating in the Study of 
Medical Care. Already 416 county medi- 
cal societies in 36 states with the coopera- 
tion of other agencies and organizations 
interested in medical services have com- 
pleted a study of the need and supply of 
medical care in their communities. 


A special study of free medical services 
rendered by physicians and dentists 
throughout the United States has been 
made by having records of free medical 
services kept for three representative 
periods of seven days each. 
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A supplementary report will summarize 
the results of the Study of Medical Care 
and the special study of free medical ser- 


_ vices. 


Medical Service Plans— Medical socie- 
ties throughout the country have taken a 
very active part in the study and develop- 
ment of medical service plans. A sup- 
plementary report, “Organized Payments 
for Medical Services,” has been prepared 
which describes practically all the various 
methods of organizing payments for med- 
ical services. 

The prepayment of group payment med- 
ical service plans which have received 
consideration from medical societies can 
be classified into two main types: (1) unit 
service plans, which provide medical ser- 
vices through participating physicians who 
agree to accept a prorated division of what- 
ever funds are available after administra- 
tive and other expenses are paid; (2) cash 
indemnity plans, which provide a desig- 
nated amount of cash to assist members in 
meeting their medical bills. Experience 
gained under each of these types of med- 
ical service plans will, no doubt, produce 
much helpful information. 

Group Hospitalization — Hospital insur- 
ance plans organized by hospital adminis- 
trators and physicians have continued to 
receive widespread attention. One major 
problem in connection with these plans is 
concerned with the question of including 
or excluding special medical services, such 
as anesthesia, pathology and radiology. The 
experience gained in the operation of these 
plans emphasized the importance of the 
recommendations of the House of Dele- 
gates that such special medical services 
be omitted from a hospital service contract 
or included only on the basis that cash 
benefits be payable directly to the member. 


The development of medical service 
plans raises a further question as to the 
relation between hospital service plans 
and other medical services in the hospital- 
surgical and general medical services. The 
concensus seems to be that a medical ser- 
vice plan should be kept separate in its 
organization and administration from a 
hospital service plan. 


Relations Between Physicians and Hos- 
pitals — Various organized arrangements 
for the payment of medical services in hos- 


pitals brought into sharp focus the neces- 
sity for establishing a clearer understand- 
ing of relationships between the hospital 
departments of anesthesia, radiology, path- 
ology and physical therapy and physicians 
practicing in these departments. 


Medical Fee Schedules—An exhaustive 
survey of county medical society fee sched- 
ules has been completed. All the county 
fee schedules that could be obtained were 
classified and tabulated into a composite 
fee table, which includes a total of 606 
items and the “average” minimum and 
maximum fees for each item. 


A supplementary report, “Medical Fee 
Schedules,” has been completed in accord- 
ance with the request of the House of 
Delegates that a study be made of the ad- 
visability and necessity of fee schedules. 


Collecting Medical Fees—A significant 
development in medical economics during 
recent years has been the organization of 
credit and collection bureaus by county 
medical societies or by groups of physi- 
cians. The movement toward professional 
control of agencies for the collection of 
medical accounts has been reported in a 
special study, “Collecting Medical Fees.” 
This report also outlines and discusses the 
various systems used by commercial col- 
lection agencies and gives particular em- 
phasis to the practices that tend to defraud 
the unwary physician. Physicians are 
urged to familiarize themselves with the 
preferable procedure to follow in the use 
of a third party agency to collect medical 
accounts. 


Sickness Finance Companies — Recently 
interest has been evinced in the develop- 
ment of special medical finance plans un- 
der the auspices of medical societies or 
groups of physicians. Patients now have 
access to a variety of lending agencies and 
careful study should be given to the de- 
velopment of financing arrangements un- 
der the sponsorship of medical societies. 

Malpractice Insurance — Policy provi- 
sions and rates for malpractice insurance 
have been subjected to considerable 
changes in the past few years. Increasing 
underwriting losses have caused insurance 
companies to become concerned over the 
selection of malpractice risks. The present 
unsettled situation in the underwriting of 
malpractice insurance is due to many 
causes, not the least of which has been the 
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recent attempts to discrédit the medical 
profession. 


National Health Program—Analysis and 
statements pertaining to the National 
Health Survey were prepared for the 
Board of Trustees and the committee ap- 
pointed by the House of Delegates to con- 
fer and consult with proper federal repre- 
sentatives. 


Department of Justice Investigation — 
Every possible assistance was given to the 
investigator from the Department of Jus- 
tice to examine all the source files and 
correspondence of the Bureau which might 
have a bearing on the mission for which 
he was sent.” 


These are but a few of many activities 
of the Parent organization but should be 
sufficient evidence that every physician in 
Oklahoma who is legally practicing medi- 
cine should become a Fellow of the Amer- 
ican Medical Association; and give both 
his moral and financial support to the or- 
ganization without which there would be 
chaos in the practice of medicine, from 
which not only would the individual phy- 
sician suffer but also the health of the 
community which he serves. As we re- 
marked in a recent editorial “every physi- 
cian should pay his way by supporting 
Organized Medicine and not be a hitch- 
hiker along the highway of medical prog- 
ress.” 


£>. 
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TRANSACTIONS OF THE FORTY-SEVENTH 
ANNUAL SESSION OF THE OKLAHOMA 
STATE MEDICAL ASSOCIATION, OKLA- 
HOMA CITY, MAY 1, 2, 3, 1939. 





Council 

The Council met in regular session at the Skirvin 
Hotel, Oklahoma City, May 1, 1939, 3:30 p.m., with 
the President, Dr. H. K. Speed, presiding, with all 
members present. 

The minutes of the last two meetings of the 
Council, February 3rd and April 14th, 1939, were 
read and without correction adopted. 

The Secretary-Treasurer-Editor then requested 


the Saran mag of an Auditing Committee and 
the were appointed: Doctors James 
Stevenson, V and Phil McN 


ray & ~ Ap hy by Doctors McLain Rogers, 
J. D. Osborn, Jr., and Louis H. Ritzhaupt. 
Dr 


On motion Aisenstadt it was agreed that 
a copy of this be sent to Dr. Ewing and members 
Se by Dr. Tisdal and 


made co-existent with membership and that mem- 
Seen Coen OP Sane Soap oe HF April Ist. 


The following budget was submitted and 
proved by the Council, to be presented in 
report to the House of Delegates: 


ap- 
their 





Salaries: 

-Treasurer-Editor $ 1,200.00 
Executive-Secretary . = ===> 3,000. 
s pher __.______ 1,500.00 

Travel expense, Executive-Secretary orale 
Pee 6) Tees 2. 5: 
Telegraph and ‘Telephone - a wet Sei 
Sta and Printing - 350.00 
Bonds and Audit . 0 = IE Li 
Publication of Journal = 5,000.00 
Expense, Annual Meeting = 
Expense, Council and Delegates 300.00 
Expense, Public Policy & Legislation —— 
Interest _ 
Sundry (Misc. office supplies) - ae 100.00 
Post Graduate — ; 1,500.00 
Payment on Not a PES Paes 2,000.00 
Estimated Income 
Advertising - Ol os $ 5,500.00 
Memberships __ aa 
Interest on . " # UE Lola to 227.50 
RU Se ele UBS Ps 350.00 
Ce cieaiinemtnal $23,077.50 


Dr. McNeill discussed the budget and accepted a 
copy of the contract, under which the Journal is 
published, in order to compare it with other pro- 
posed contracts. 

On motion of Dr. Willour, seconded by Dr. Aisen- 
stadt, it was recommended that the House of Dele- 
gates reduce the dues of the Association to $10.00 
per year. 

Dr. Kuyrkendall then presented a letter from 
Dr. T. H. McCarley offering his resignation from 
the Editorial Staff of the Journal and on motion 
of Dr. Kuyrkendall, seconded by Dr. Stevenson, the 
resignation was accepted. 

Dr. Stevenson discussed the merger of the Nowata 


marked advantage to both Societies; he also pre- 
sented a written petition from these Societies re- 
questing this merger. 

On motion of Dr. Stevenson, seconded by Dr. 
a, Se Tra was authorized by unanimous 


i Speed spoke briefly about the excelience of 
the Public Health Program and Dr. Fulton moved 
that the House of Delegates be requested to create 
a Section on Public Health as part of the regular 
mains of the State Association. Carried unani- 


The ‘Auditing Committee submitted the follow- 
ing report, unanimously adopted: 


Dr. H. K. Speed, President May 1, 1939 
Oklahoma State Medical Association, 
Oklahoma City, Okla. 


We, the Auditing Committee the Council, 


ttee of 
have the following report to make: , ete oom 
of receipts and disbursements have 
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af Seem, tho cutitets supant-end the Gesvteny- 
Treasurer’s statement of same, and found to 


be correct. 
Respectfully submitted, 
V. C. Tisdal, 
James Stevenson, 
Philip M. McNeill. 
On motion of Dr. Willour, duly seconded, the 
Council adjourned to meet on call of the President. 


Oklahoma City, May 2, 1939, 5:30 p.m. 
Meeting called to order by the President, Dr. 
H. K. Speed. 
Members present: Doctors _ = Ss , E. Albert 
Aisenstadt, Walter a 


BEE BE 
al a,| 
1 fin 
age kage © > 
Bregée, 
B> <8 Fee, 
~ ile 

yee 
FuRED at 
Begs. 52° 
gicee #4, 


and that it would be done to the satis- 
Seaton at the Aaueaieuion. 


On motion of Dr. Walker, seconded by Dr. Mc- 
Neill, and » no action was 
taken at this time. 

Dr. McNeill then presented to Dr. Willour a 


On motion, duly seconded, the Council adjourned, 
to meet on call of the President. 


L. S. Willour, 
Secretary-Treasurer-Editor. 


Council 
Oklahoma City, May 3, 1939, 10:45 a.m. 


Meeting called to order by the President, Dr. 
W. A. Howard. 


election of Drs. Smith, Moorman and Willour. 


On motion of Dr. Stevenson, seconded by Dr. 
Risser, and , the Secretary's 
salary was named at $100 per month with stend- 
graphic hire not to exceed $25 in any one month. 


On motion of Dr. McNeill, seconded by Dr. Risser, 
the Executive-Secretary was authorized to move his 


office to Oklahoma City and spend what time he 
might think advisable with Dr. Willour before the 
move is made. 

On motion of Dr. Willour, seconded by Dr. Turner, 
the budget was increased $300, for the purpose of 
secretarial hire to the Executive-Secretary. 

On motion of Dr. Pulton, seconded by Dr. Kuyr- 
kendall, and carried, the Secretary and Executive 
Secretary were authorized to attend the American 
Medical Association meeting in St. Louis with ex- 
penses paid by the State Association. 

Dr. Walker made a motion that the Council ex- 
press themselves as appreciating the services of Dr. 
Aisenstadt as Councilor from his district and com- 
mend him for the efforts expressed. 


On motion, duly seconded and carried, the Coun- 
cil adjourned. 


L. S. Willour, 
Secretary-Treasurer-Editor. 
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Editorial Notes—Personal and General 


DR. FRED WEIDMAN, who is head of the Post- 
Graduate Division of the Department of Derma- 
tology of the University of Pennsylvania, was en- 
tertained Wednesday evening, June 21, at the 
Oklahoma Club by members of the Oklahoma State 
Dermatology Association. Dr. Weidman with his 
wife and two children are on their way to the 
west coast. 

















DR. GERALD ROGERS, Oklahoma City, was 
principal speaker at the annual banquet of Alpha 
Epsilon Delta Honorary Pre-Medical Fraternity at 
the University of Oklahoma recently. Mr. Jay 
McCormack, senior medical student in the Uni- 
versity of Oklahoma School of Medicine, spoke on 
some of his experiences in medical school. 


DR. G. F. MATHEWS, Commissioner of Health, 
has recently announced the appointment of the 
following doctors as county health superintendents. 


Polk Fry, Jr., Frederick, Tillman county. 
J. C. Rumiey, Stigler, Haskell county. 
J. I. Derr, Waurika, Jefferson county. 


L , 

L. v. Baker, Elk City, Beckham county. 

W. F. Griffin, Watonga, Blaine county. 

R. K. McIntosh, Jr., Tahlequah, Cherokee 
y. 

J. 


. W. g. Cary, Reydon, Roger Mills County. 
. Walter R. Toblin, Porter, Wagner county. 
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Summer Diarrhea In Babies 

Casec (calcium caseinate), which is almost wholly 
a combination of protein and calcium, offers a 
quickly effective method of treating all types of 
diarrhea, both in bottle-fed and breast-fed infants. 
For the former, the drate is temporarily 
omitted from the 24-hour formula and replaced 
with eight level tablespoonfuls of Casec. Within 
a day or two the diarrhea will usually be arrested, 
and carbohydrate in the form of Dextri-Maltose 
ee SY oe ee ee ee 
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Three to six 
ee Bw yh ge - — 
each ni , is well indicated for loose stools in 
breast-fed Please send for sam to 
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SURGERY AND GYNECOLOGY 
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The Surgical Treatment of Gastric and Duodenal 
Ulcers in the Obese Patient: Waltman Walters, 
M.D., and O. T. Clagett, M.D.; Staff Meetings 
of the Mayo Clinic, April 26, 1939, Vol. 14, No. 17. 


Obesity may add considerably to the technical 
difficulties and hence to the risk of surgical pro- 
cedures on the stomach especially if partial gas- 
trectomy is performed. Because of this the obese 
patient who has a gastric or duodenal lesion may 
be denied operation. 

In the surgical treatment of peptic ulcer anas- 
tomosis of the stomach to the jejunum without 
entero-anastomosis between the afferent and ef- 
ferent loops is assumed to be preferable to anas- 
tomosis with entero-anastomosis since the former 
results in a more satisfactory dilution and neutrali- 
zation of acid gastric contents. Posterior and an- 
terior anastomoses seem to be equally effective if 
entero-anastomosis is not performed. However, 
the most frequent indication for the anterior type 
of anastomosis is an obese patient who has a 
thick, heavy, fat mesocolon. In such a case the 
chance that postoperative edema of the meso- 
colon may produce an obstruction at the anas- 
tomosis is considerable. Anterior anastomosis is 
indicated likewise in those few cases in which the 
mesocolon is so short that sufficient space does 
not exist between the arcades of the transverse 
colic vessels to make the anastomosis. In the obese 
patients it may be necessary to use such a long 
proximal loop of jejunum for the anastomosis that 
entero-anastomosis between the afferent and ef- 
ferent loops of the anastomosis is required to pre- 
vent stasis of duodenal secretions in the proximal 
jejunal loop. This entero-anastomosis drains off 
the alkaline duodenal secretions and prevents in 
part their regurgitation into the stomach, hence 
the neutralizing and diluting effect on the acid 
gastric secretions is partially lost. That there are 
other important factors in the problem is apparent 
since excellent clinical results are frequently ob- 
tained with an anterior anastomosis and entero- 
anastomosis even though the level of the acid in 
the stomach is not significantly reduced. 

The authors report a series of patients where it 
seems likely that the obesity of the patients might 
complicate the operative procedure and perhaps 
determine the type of operation to be performd. 
At operation, however, they found in all but one 
case in spite of the obesity, the mesocolon itself 
was not found to be as thick and fat as was ex- 
pected and it was possible to establish anastomoses 
posterior to the colon without difficulty. Their 
results were satisfactory showing that obesity is 
not necessarily a contra-indication to surgical 
procedure in cases of duodenal and gastric lesions. 


Dr. Walters, in discussing the paper, called at- 
tention to the fact that he had previously presented 
a discussion of advanced age and cardio-vascular 
disease as factors influencing the risk of surgical 


procedure. He pointed out that he had called 
attention to the fact that patients in the older 
age group seemed to stand necesesary surgical pro- 
cedures with little higher operative mortality than 
patients in the younger age group. He also showed 
that cardio-vascular disease in relation to surgical 
procedures did not cause prohibitive risks and that 
these patients could be operated upon with reason- 
able safety if cardiac decompensation or auricular 
flutter was not present. 


The present report has to do with the obese pa- 
tients, most of whom had been operated on during 
the past month before this report was made for 
benign ulcers of the stomach or duodenum. In 
most of these cases partial gastrectomy was per- 
formed and it was possible to make an anastomosis 
posterior to the colon without an entero-anasto- 
mosis. 

It is known that this procedure in cases of duo- 
denal ulcer is followed by a maximal degree of 
reduction of gastric acidity due in part to the 
dilution of the gastric acids by the alkaline secre- 
tion from the pancreas, biliary tract, and the 
duodenum brought into the stomach through the 
stoma made at the time of the partial gestrectomy 
or the gastro-enterostomy stoma. An _ entero- 
anastomosis in such cases would allow part of these 
alkaline intestinal secretions to pass through the 
proximal into the distal loop of jejunum without 
entrance into the stomach and hence as great a 
reduction of gastric acidity would not be obtained. 
Walters says, however, that it does not always 
seem necessary to gain a maximal reduction of 
acidity to obtain a good result in the surgical 
treatment of gastric or duodenal ulcer. 


Tomoda and Aramaki, after considerable experi- 
mental work, concluded that the success or failure 
of an operative procedure on the stomach does 
not have a clear relation either to the lowering or 
to the increasing of the acid values. The consid- 
eration of the acid values alone in a stomach that 
has been operated on has no value in determina- 
tion of the success or failure of a given operation. 


One may not entirely agree (believing that when 
a relative achlorhydria is obtained, there is less 
likelihood of recurring ulceration) yet it does not 
always seem necessary to get a maximum degree 
of a in gastric acidity to secure satisfactory 


If the transverse mesocolon of the obese patient 
who has a gastric or duodenal ulcer is so fat that 
proper emptying of the stomach cannot be obtained 
by an anastomosis to the jejunum posterior to the 
colon, a longer loop of jejunum may be used and 
the may be made more easily anterior 
to the colon. In perhaps a third of these cases 
an entero-anastomosis will be to prevent 
accumulation of fluid and gastric retention in the 
long proximal loop of jejunum. Occasionally an 
obese patient upon whom an anastomosis has been 
made posterior to the colon may develop gastric 
retention which continues for a considerable period. 
In such cases even though the patient’s fluids 
ahd blood electrolytes are maintained by intra- 

of normal saline and glucose solu- 
tions and occasionally by administration of blood, 
Walters has felt that it is unwise to allow the 
condition to continue beyond the fourteenth or 
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fifteenth day without providing a method of intro- 
ducing nourishment into the intestinal tract. This 
he has accomplished by means of a temporary 
jejunostomy tube. The jejunal tubes are kept in 
long enough to allow the inflammation at the 
anastomosis or in the transverse mesocolon to sub- 
side and the gastro-intestinal anastomosis to empty 
the stomach satisfactorily. 


The author’s conclusion is that obesity is not a 
contra-indication to necessary surgical procedures 
in a case of gastric or duodenal ulcer. 


Comment: We believe with Abbott and Rawson 
(Journal American Medical Association, June 20, 
1939, page 2,414) that the use of their double lumen 
tube in the postoperative care of gastro-enterostomy 
patients is preferable to the temporary enterostomy 
tubes as used above. However, the important con- 
sideration is that one with an obese patient or 
with an anastomosis where gastric retention is 
anticipated should provide beforehand for the in- 
troduction of nourishment into the small intestinal 
tract, at the same time, if possible, keeping the 
stomach itself cleaned out with suction. 

LeRoy D. Long. 


Pituitary Gonadotropic Extracts for Treatment of 
Amenorrhea, Menorrhagia, and Sterility: Ralph 
E. Campbell, M.D., and Elmer L. Sevringhaus, 
M.D.; American Journal of Obstetrics and Gyne- 
cology, June, 1939, Vol. 37, No. 6, page 913. 


The authors have presented syndromes, with 
examples by case histories of each, which are con- 
sidered to be the result of underactivity of ovarian 
hormones and they feel dependent upon under- 
activity of the anterior pituitary gland in supply- 
ing gonadretropic hormone. It is their feeling that 
the endocrine responsibility for amenorrhea, oligo- 
menorrhea, menorrhagia, irregular cycles, and ster- 
ility with anovulatory bleeding lies in pituitary 
hypofunction in most instances. 

It is with this thought in mind that they present 
several cases of each of these syndromes which 
have been treated by gonadotropic anterior pitui- 
tary extract. The timing of the therapy is con- 
sidered of especial importance and in accordance 
with their concept of the time of increasing activity 
in the pituitary gland, they have employed a long 
series of repeated daily doses extending from five 
to 15 days beginning at the onset of menstrual 
flow. They, however, condemn continuous in- 
jections of a potent gonadotropic substance and 
feel that it should be withdrawn after the first 15 
days of a menstrual cycle. They have used sev- 
eral preparations which have not been standard- 
ized by a single method and, therefore, the unit 
strength is not consistent. They have employed 
Prephysin, marketed by Chappel Bros. Laboratory, 
Gonadogen, produced by the Upjohn Laboratory, 
and gonadotropic antuitrin, made by Parke-Davis. 


They present cases demonstrating the use of 
gonadotropic anterior pituitary hormone in each 
of the following syndromes: secondary amenorrhea; 
menorrhagia; sterility; and primary amenorrhea. 
They have attempted to use patients studied for 
a sufficiently long time to make possible sound 
judgment as to the adequacy of therapy. Many of 
the patients demonstrate marked success while 
others are partial failures. 

They emphasize the importance of all means for 
accurate diagnosis and are enthusiastic about the 
advantages of endometrial punch biopsies, vaginal 


epithelial samples secured by pipette as well as , 


of pregnandiol determinations in the urine. The 
endometrial biopsy reflects in at least a qualitative 
sense the activity of the ovary. The epithelial 
sample examined by the technique of Papanicolaou 
and Shorr, they feel, gives an excellent idea of the 
estrin activity of the ovary. The pregnandiol de- 
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terminations in the urine give a qualitative and 
quantitative estimation of the progestinal activity. 


It is their opinion that, if these aids fail to show 
definite response, treatment may well be increased 
or abandoned whether or not the menstrual flows 
are occurring at regular intervals. They likewise 
feel that results are not obtained in a single month 
and should be continued over a considerable time. 


They feel that the use of long series of daily 
repeated doses at the beginning of each menstrual 
pa is necessary and have been demonstrated to 

e. 


It is their further conclusion that the prepara- 
tions now available are not well enough standard- 
ized and potent enough. 


Comment: This is an extremely interesting study 
since the authors have attacked various syndromes 
of ovarian dysfunction by the use of anterior 
pituitary extract in an attempt to thereby stimu- 
late the ovary into adequate activity for correction 
of the symptomatology. This conception that most 
of the ovarian dysfunctions rest primarily upon 
anterior pituitary dysfunction can hardly be sub- 
stantiated with our present knowledge, yet we all 
well understand that there are many instances of 
so-called ovarian dysfunction in which the ovaries 
are entirely normal in their response to pituitary in- 
fluence but the anterior pituitary influence is not 
properly regulated or sufficiently potent to pro- 
duce the average activity in the ovary. It is in 
these instances that the employment of a suffi- 
ciently potent gonadotropic anterior pituitary hor- 
mone will be of tremendous advantage. Their con- 
ception of the timing of the gonadotropic admin- 
istration is also interesting in that they feel it 
must be given with the onset of menstrual flow in 
order to produce ovulation at the average mid- 
menstrual time. 

This article, as well as practical experience, well 
demonstrates the fact that the results of therapy 
depend upon the most careful and comprehensive 
investigation. The additional aids, such as endo- 
metrial punch biopsies, epithelial smear examina- 
tions, and pregnandiol determinations are to be 
strongly endorsed in this direction. Of the three 
the endometrial examination is probably to be con- 
sidered of more reliable assistance than is the 
epithelial smear and can be done with considerably 
less effort than can repeated pregnandiol urine 
determinations. 

Wendell Long. 


Treatment of Vulvovaginitis With Estrogen: Charles 
Mazer, M.D., and Fred R. Schechter, M.D.; The 
Journal of the American Medical Association; 
May 13, 1939, Vol. 112, No. 19, page 1925. 


This is a rather long article reviewing etiology, 
diagnosis, and pathology of gonococcic vaginitis in 
children as well as the basis of treatment of this 
disease with estrogen. 

They report a series of 118 patients of gonorrheal 
vulvovaginitis treated principally by hypodermic 
administration of estrogen and by vaginal supposi- 
tories of estrogen. In this study as well as in 
others, the oral administration has been a dismal 
failure. 

In those treated with hypodermic injections, there 
was a clinical and bacteriological cure in 78 of 81 
children with a 10 per cent incidence of recur- 
rence. 

In those treated with vaginal suppositories, there 
was a clinical and bacteriological cure in 33 of 34 
children. 

All patients received treatment for eight weeks 

of earlier clinical and bacteriological 
cures which was considered a safeguard against 
recurrence of the infection. 
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Comment: This article is essentially a substan- 
tiation of the work of Te Linde which has been 
abstracted in these columns and which has shown 
a greater success in cure by the use of vaginal 
suppositories than by hypodermic or oral admin- 
istration and has also shown less influence upon 
the breasts and secondary sex characteristics. 


In this series the vaginal suppositories employed 
contained 200 rat units of estradiol benzoate (pro- 
gynon-B). These were inserted nightly upon re- 
tiring for a period of eight weeks. 


The vaginal suppositories employed by Te Linde 
were amniotin, 1,000 international units each night. 


There seems little question but that the vaginal 
therapy is much more effective in the treatment 
of vulvovaginitis in children and it is certainly a 
safe as well as an effective therapy. 

Wendell Long. 


Adeno-Myo-Sarcoma of the Kidney: Tumor of 
Wilms (L’Adeno-Myo-Sarcome du Rein: Tumeur 
de Wilms). By Eugene Gaulin, F.R.C.S. (Can- 
ada), Chef du Service d’Urologie 2 ’hopital Gen- 
eral d’Ottawa, Consultant a Vhopital du Sacre- 
Coeur de Hull; L’Union Medicale du Canada, 
May, 1939, Vol. 68, No. 5, page 470. 


In order to show the general conception of the 
author with reference to the subject under dis- 
cussion, I quote the first paragraph of his contri- 
bution: “Known universally under the name of 
tumors of Wilms, the mixed tumors of the renal 
parenchyma in the infant have been the subject 
of numerous and serious studies for several years.” 
There is a reference to many authors, all of them 
concluding that sarcoma of the kidney, adeno- 
sarcoma, myo-sarcoma, rhabdo-myo-sarcoma are 
but histological varieties of embryonic tumors of 
the kidney, all of them possessing certain common 
histological characteristics not found in adeno- 
carcinoma; that all of them develop rapidly, si- 
lently, and nearly always in young children—most 
often in infants. 

The author reports the cases of four little pa- 
tients, indicating that his sole purpose is to make 
an inventory of clinical, pathologic and therapeutic 
knowledge touching the subject. The ages of the 
four patients were 12 months, 15 months, 30 months, 
and 37 months. 

In the case of each patient the child had been 
brought because of an enormous swelling of the 
abdomen on one side. In each there was striking 
emaciation. 

There was an enormous, firm, painless, partially 
movable mass in the case of each child. 


In one patient there was blood in the urine; none 
in either of the other three. 

In the average patient an intravenous pyelogram 
= not show evidences of function on the affected 
side. 

There was a pronounced hemoglobinemia in all, 
ranging from 40 per cent to 60 per cent. In one 
there was an R.B.C. of 2,787,500. In two others the 
R.B.C. was 4,000,000 and 4,100,000 respectively, and 
in a fourth patient the R.B.C. was 4,137,000. Even 
with these (the last three) fairly good R.B.C. re- 
ports, it is arikine. that the hemoglobin percentage 
was uniformly low 

There was fever ‘in every patient, sometimes as 
high as 103° F. The author suggests that the 
fever is due to absorption from necrotic areas. 


In the cases of all the patients reported, there 
were investigations including X-ray examinations 
of the bones, before management was undertaken, 
in order to try to determine, if possible, if there 
were evidences of metastases. In none of the pa- 
tients was there any evidence of metastasis before 
treatment. 





In the case of the first child, an infant one year 
of age, a nephrectomy was done under nitrous- 
oxygen anesthesia without any preliminary roent- 
genotherapy. There was no particular difficulty, 
from a technical point of view, in connection with 
the operation, which was completed within about 
half an hour. The child did badly after the opera- 
tion, the author mentioning particularly vesperal 
elevation of temperature. Death occurred 38 days 
after the operation. 

The final diagnosis, based upon a histological 
examination of the removad tissue, was embryonic 
adeno-carcinoma of the kidney (“adenomyosarcome 
embryonnaire due rein”). 

The second patient was a child of three years 
who was brought to the hospital by the father 
because of swelling of one side of the abdomen and 
blood in the urine. In all other respects the his- 
tory was very much like that of the first child, 
with the exception of the profound anemia present 
in the first child. A nephrectomy under nitrous 
oxide gas anesthesia was done, the preoperative 
diagnosis being a left hypernephroma. The pa- 
tient did well until between three and four months 
after the operation, when it was discovered that 
there was an invasion of the operative scar in 
the abdomen. In this case, the histologic exam- 
ination after the nephrectomy presented the char- 
acteristics of Wilms tumor. 


In the third child there was a mass the size 
of two fists filling the right side of the abdomen 
in a child two years and five months of age. The 
mass was firm, painless, and mobile. The clinical 
diagnosis was Wilms tumor. A nephrectomy was 
done under cyclopropane anesthesia. The histo- 
logical examination after operation confirmed the 
clinical diagnosis. The child died six months after 
the operation. 

The fourth patient, 15 months of age, was brought 
to the hospital because of an enlargement of the 
right side of the abdomen. In all other respects 
the history was very much like that of the three 
preceding children. 

It was decided to give the child deep X-ray 
therapy before undertaking a surgical operation. 

the course of the X-ray treatment, there 
was a sudden leukopenia, with great weakness. In 
order to nourish the child gavage was under- 
taken and there were two transfusions of blood. 
After the forced feeding and the transfusions of 
blood there was rapid improvement with a hemo- 
globin of 63 per cent and a red count of 5,000,000. 
The white blood count was 5,700. 

Following the X-ray treatments, there had been 
great reduction in the size of the tumor which 


operation was not at all difficult. There was no 
evidence of perinephritis or of thrombosis of the 
vena cava or renal veins. 

The histological examination confirmed the diag- 
nosis of Wilms tumor. 
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cording to the author, is around 86 per cent to 90 
per cent. In the series reported by the author, the 
mortality was 75 per cent, and it is strikingly im- 
portant to recall that the only child who has lived 
longer than a few months after the operation had 
deep preoperative roentgenotherapy. 


According to the author, there are no grounds 
for believing that radiotherapy alone would be of 
any lasting benefit in the case of a patient suffer- 
ing of Wilms tumor. He quotes Priestley and 
Broders to the effect that radiotherapy alone has 
not cured a single patient. In this connection, the 
author expresses himself as having considerable 
confidence in a combination of preoperative radio- 
therapy, followed by nephrectomy. He suggests 
that the preoperative radiotherapy be given ac- 
cording to the technique of Coutard. 


The author indicates that the diagnosis of Wilms 
tumor is not difficult. He believes that, in prin- 
cipal, all renal tumors of the infant are adeno- 
myo-sarcomas. Palpation reveals a mass that ap- 
parently has its origin in one of the hypochondria. 
This mass is firm, painless, very often mobile. One 
of the striking characteristics of the mass is that 
it is much more prominent on the abdominal side 
than it is in the loin—a mass “qui ne bombe pas 
dans les fosses lombaires, mais qui plutot pousse 
en avant et lateralement.” 

A pyelogram should be made in the case of every 
patient. If it is not possible to do a retrograde 
pyelography, one should have recourse to an intra- 
venous pyelography. While not giving information 
as definite as a retrograde pyelography, the in- 
formation, in connection with the clinical picture, 
is usually confirmatory. 

In connection with the differential diagnosis, one 
must consider suprarenal tumors (tumors of Gra- 
witz), polycystic kidneys (always bilateral), massive 
hydronephrosis, splenomegaly, intestinal tumors, 
and peritoneal tuberculosis. As a rule, it is not 
difficult to make a differential diagnosis. 


Notes: While the consideration of Wilms tumor 
is of particular interest to the urologist, this article 
is reviewed here because the tumor appears to oc- 
cupy a position in one side of the abdomen, and 
for that reason a differential diagnosis is of ex- 
treme importance. 

LeRoy Long. 
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Sia Sir teller ik ik tian 1,004 clinic pa- 
tients which were operated on for cataract by 
surgeons, assistant surgeo surgeons 


psular extractions (70 per cent) per- 
formed and 302 intracapsular extractions (30 per 
cent). In evaluating the results, it must be re- 
membered that the extracapsular as well as the 
intracapsular extractions were often performed by 
inexperienced surgeons, and that frequently pre- 
operative complications were present. 

“Striate Opacity of the Cornea.—It is believed 
that striate keratitis may be caused by (1) folding 
of the deeper layers of the cornea, especially 
Descemet’s membrane, (2) difference in tension in 
the vertical and horizontal diameters of the cornea, 
resulting from incision near the corneal margin, 
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(3) injury to Descemet’s membrane during delivery 
of the lens, and (4) trauma of the endothelial cel: 
covering Descemet’s membrane. 


“Prevention.—A large section, care in employing 
instruments, and the use of half-normal physiologic 
solution of sodium chloride, warmed to body tem- 
perature, apparently are aids in preventing the 
development of traumatic striate opacity. 


“Treatment.—Hot applications and the instilla- 
tion of ethyl morphine hydrochloride seem to be 
beneficial. 


“Incarceration and Prolapse of the Iris.—Prolapse 
of the iris, which usually occurs within three or 
four days after operation, may be heralded by the 
fact that the patient complains of slight pain. 


“Cause.—Prolapse of the iris in unsutured wounds 
may be caused by (a) trauma, (b) defective inci- 
sions or (c) omission of iridectomy. Prolapse of 
the iris alone was observed in six of our patients 
on whom extracapsular extraction had been per- 
formed and in two of the intracapsular cases. In 
one of these patients the herniated iris was noted 
five days after the operation, and the eyes were 
irritated for several weeks postoperatively, final 
vision was 20/40. 

“Prevention.—If the incarceration is slight, usual- 
ly no serious difficulty results, especially if the iris 
is covered by conjunctiva. If the sutures are hold- 
ing, it may be safe to apply physostigmine ointment 
and allow a few days to elapse before operation. 
The application of trichloracetic acid is valuable for 
= treatment of certain types of prolapse of the 


“If prolapse is extensive and not covered by con- 
junctiva, a small iridectomy should be performed 
and the wound closed with sutures. If prolapse 
is extreme a conjunctival flap should be made by 
dissection upward from the cornea; after the pro- 
truding iris has been excised the flap is drawn 
downward over the cornea and sutured below. 
However, if sutures are in place, the wound should 
be gently opened, the iris grasped with iris forceps 
and iridectomy performed. 

“Hemorrhage into the Anterior Chamber.—Post- 
operative hemorrhages may appear in the anterior 
chamber with or without pain; they usually origi- 
nate from the sclera or from the iris, rarely from 
the conjunctiva. Hyphemia developed at 12 (4 per 
cent) of the intracapsular extractions and in 10 
(14 per cent) of the extracapsular extractions. 
Vail found that hyphemia occurred in 7.59 per 
cent of all cases of cataract extraction. 


“To prevent the occurrence of hemorrhages care- 
ful preliminary studies are necessary in order to 
eliminste foci of infection or to raise resistance to 
them. Coagulation and bleeding time should be 
normal. Diabetes and high blood pressure should 
be controlled and syphilis should be excluded. The 
patient should not be permitted to cough or strain. 
At the time of dressing, the eyes, while closed, 
should be gradually adapted to light; the healthy 
eye should be opened first. After the eyelashes 
of the eye that has been operated on are free from 
secretion, the patient should be instructed to open 
both eyes and the lower eyelids should be drawn 
down gently. 

“Treatment.—Large hemorrhages may protrude 
between the lips of the wound. It may be necessary 
to remove part of the clot in order to permit the 
wound to close. If repeated hemorrhages occur, 
coagulation, bleeding time and the number of 
platelets should be studied. Calcium gluconate in- 
jected intravenously, normal horse serum, snake 
venom and brain extract may be administered. 


“Detachment of the Choroid. — Subchoroidal 
exudates, which occur quite frequently, may be seen 
as dark masses, usually extending 


Sete tne Cnemes femth tie aadecier mist af ibe 
choroid. These exudates often absorb with sur- 
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prising rapidity. In our practice these cases have 
not been accompanied by serious visual disturb- 
ances. Although the choroid seemed to be com- 
pletely detached in a girl, aged 18 years, after 10 
days no — ic evidence of detachment 


me ct of the choroid was observed in 
only one case in which intracapsular extraction 
had been performed. However, in this series of 
1,004 extractions, routine ophthalmoscopic exam- 
inations were not made for several weeks post- 
operatively. Detachment of the choroid occurs at 
the time of operation in almost all cases, accord- 
ing to O’Brien. Hill found detachment of the 
choroid in 75 per cent of the cases within 24 hours 
after intracapsular extraction. He does not feel 
justified in using the wy ¥ immediately 
after operation; therefore, as a t of examining 
24 hours later, he believes that the percentage 
probably is considerably less than it actually is. 


“Expulsive Intra-Ocular Hemorrhages. — For- 
tunately, expulsive intra-ocular hemorrhage is a 
rare complication. It is recognized by the sudden 
and profuse flow of blood, which forces out the 
contents of the eyeball, replacing them with clotted 
blood. The choroid and retina are torn from the 
sclera. Postoperative histologic examination seems 
to indicate that the hemorrhage is caused by rup- 
tured choroidal veins. Following expulsive intra- 
ocular hemorrhages, the eye is usually destroyed. 


“Detachment of the Retina.—According to Wood- 
ruff, retinal detachment following extraction of a 
cataract is practically incurable. He obtained 
cures in only 18 per cent of the cases subjected to 
operation. 

“Cause.—Retinal detachment is not necessarily 
a complication of the operation but may be caused 
by anterior choroiditis of tuberculous or focal in- 
fectious origin. Myopia and loss of vitreous were 
the important factors in 30 cases of retinal de- 
tachment reported by Shapland. Of our series of 
1,004 patients, retinal detachment occurred in three 
cases in which extracapsular extractions were per- 
formed and in one case in the intracapsular series. 


“Treatment.—Cruise reported successful results 
following the Safar operation. A cure by the same 
method is also reported by Hine in a case in 
which detachment occurred after a needling op- 
eration. One of our most successful results was 
obtained in a case of retinal detachment following 
extraction of a cataract. The Gonin method, com- 
bined with aspiration of the subretinal fluid, re- 
sults in closure of a large hole, complete reattach- 
ment and final visual acuity of 20/30. 


“Glaucoma After Extraction of a Cataract. — 
Hypertension immediately following operation on 
a cataract is observed infrequently, even though 
glaucoma may have been present before operation, 
as it was in nine (3 per cent) of the intraca 
cases and in 27 (3.9 per cent) of the extracapsular 
cases. 

“When the lens swells rapidly—for example, in 
cataract caused by dinitrophenol or dinitrocresol— 
removal of the lens apparently cures 


if the cataract is immature and soft lens matter 
remains, especially in congenital and juvenile cata- 
racts in which complete discission of the lens has 
been attempted and only the anterior capsule has 
been incised. 


“Of the 1,004 extractions performed at the New 
York Eye and Ear secondary glaucoma 


Infirmary, 
in two of the intracapsular extractions 
and in seven of the extracapsular extractions. 


“Treatment.—In glaucoma caused by no 
the lens or by lens matter, a ee 
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velop. This tendency should be favored by massage 
if there is a satisfactory conjunctival flap, and by 
excision of some of the scleral lip of the wound, 
which should be made with a keratome at the time 
of operation. Hypertension caused by iridocyelitis 
may respond to the use of mydriatics and para- 
centesis or aspiration of the anterior chamber. 
Hypertension, produced by chronic iridocyelitis and 
wounds in which the vitreous, lens capsule and 
iris are incarcerated, may be extremely rebellious 
to treatment. 

“If hypertension persists in spite of the use of 
miotics, mydriatics, aspiration, or paracentesis and 
no cause in the nature of a focal infection or other 
disease can be found, operation must be performed. 
If a simple extraction has been performed, we 
usually prefer iridocorneosclerectomy. If there is 
a coloboma of the iris, we perform corneosclerec- 
tomy over one pillar combined with iridencleisis. 
If this does not suffice, the operation is performed 
on the other pillar. The wound may be reopened 
under a conjunctival flap with a cataract knife or 
special sclerotomy scissors. If these measures fail 
the trephine may be used or a seton operation 
may be employed. 

“After-Cataract——It is estimated that prior to 
the present trend to substitute capsulotomy forceps 
for the cystotome in extracting senile lenses, ap- 
proximately 25 per cent of operations on cataracts 
were followed by secondary cataracts of appre- 
ciable opaqueness. Of the series of 1,004 patients, 
secondary membranes formed in 38 cases in which 
extracapsular extraction had been performed; 38 
discission operations were performed and it was 
necessary to repeat the operation in three cases. 
Dense secondary membranes followed five intra- 
capsular operations. 


“In performing an extracapsular extraction of a 
cataract there can be no argument concerning the 
use of the multiple sharp-toothed capsule force 
taking care to remove as large a segment of 
anterior capsule as is possible. If this procedure 
is followed it will rarely be necessary to perform a 
discission operation. Removal of blood and all 
lens matter with the aid of a Hildreth lamp 
assists in preventing dense secondary membranes. 


“Treatment.—Most of these secondary cataracts 
are of slight or moderate thickness and respond 
favorably to a well selected discission. The choice 
of operation for secondary cataract is important. 
Lyster advocates freeing the iris from the secondary 
membrane by a sawing movement with a short 
knife. The more experience one has, the more one 
is likely to agree with Fox that they should be 
carefully cut with scissors. Dense membranes are 
cut with less traumatism with long thin-bladed 
iridocapsulotomy scissors after a small subconjunc- 
tival incision has been made at the limbus with a 
narrow (3 mm.) hollow ground keratome; the 
keratome also punctures the membrane. In making 
these incisions, it is well to avoid the area of the 
wound, if extensive scar tissue is present. 
To maintain dilation after the anterior chamber is 
opened in operations for secondary membrane, 
atropine combined with a 1:1,000 solution of epine- 
phrine may be used preoperatively. 

“Intra-Ocular Inflammation.—Mild inflammation 
with a slight tendency to the formation of pos- 
terior is commonly observed. Focal in- 
fections, as probable etiologic factors, have been 
discovered in some cases. Of our series of 1,004 
patients, iridocyclitis occurred in seven on whom 
extracapsular extraction was performed. 


“In some cases, toxic lens substance, that is, so- 
called endophthalmitis phacogenetica, may be a 
factor. Straub was convinced that this type of 


endophthalmitis phaco-allergica. Frankling and 
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Cordes believe that this condition may be mistaken 
for infection. It is important to per- 
form intradermal tests with lens antigen in all 
patients who have had one eye removed in which 
the lens was injured or one eye has been operated 
on for cataract, especially if marked chronic in- 
flammation followed an extracapsular extraction. 


va Ophthalmitis.— Sympathetic oph- 
, which tends to affect the second eye, is 
fortunately a rare complication of an operation 
for cataract. Our impression is that the best treat- 
ment of these cases is the removal of or raising the 
patient’s resistance to foci of infection, combined 
with the use of nonspecific therapy, especially 
typhoid vaccine, followed by aspiration of the 
anterior chamber or paracentesis. 

“In sympathetic ophthalmitis, operation to im- 
prove vision should be delayed until all signs of 
inflammation have been absent for at least a year. 


“Suppurative Postoperative Infection. — Fortun- 
ately suppurative postoperative infection is rare 
when rigorous methods of asepsis have been em- 
ployed. Suppurative intraocular infection occurred 
in one patient in our entire series of 1,004. Extra- 
capsular extraction was performed on this patient 
and the eye was lost. The causative organism was 
not determined 


“Prevention.—A speculum with solid blades should 
be used to keep the eyelashes as well as the border 
of the eyelid and meibomian glands out of the 
field of operation. We have used 1 per cent silver 
nitrate as suggested by Bell. 


“Treatment.—The wound should be opened im- 
mediately with a spatula and smears and cultures 
should be taken and prompt antiseptic treatment 
instituted. If any organism which responds to 
any particular therapeutic measure is found, this 
treatment should be employed: for example, ethyl- 
hydrocupreine hydrochloride in the presence of 


infection. When the cornea is in- 
vaded, the anterior chamber is usually involved; 
the anterior chamber may be irrigated with 1:4,000 
solution of hexylresorcinol. If the pneumococcus, 
which may be typed, is found, pneumococcus serum 
should be employed. However, if no special organ- 
isms are found, it is well to prescribe intravenous 
typhoid vaccine or typhoid H antigen. As soon as 
it is apparent that the eyeball cannot be saved, a 
horizontal incision should be made in the cornea; 
the intra-ocular contents should be allowed to drain 
for a day or so or the contents may be immediately 
evacuated. 


“Loss of Vitreous.—Subchoroidal hemorrhage may 
be the exciting factor in the loss of vitreous, but 
injury to the eye, vomiting, straining or trauma- 
tism are more common causes. It is stated that 

the sutures involves a real risk, for in the 

ort period of time necessary for this procedure 

a considerable amount of vitreous may be lost. 

However, this criticism does not seem to apply to 
the untied sutures and conjunctival bridge. 


“Loss of vitreous occurred in 30 of the 302 intra- 
capsular extractions (9.9 per cent), whereas this 
complication was observed in 63 (9 per cent) of 
the extracapsular extractions. These figures pos- 
sibly are significant in regard to the greater dan- 
ger from loss of vitreous following intracapsular 
extraction in the hands of the average surgeon 
when one realizes that extraction in capsule usually 
was not attempted in patients with complicated 
cataracts. 

“Prevention——A wound thoroughly closed, as soon 
as the lens is expressed, by a complete conjunctival 
flap held by sutures, which include the episcleral 
tissue and the presence of the iris are safeguards. 
Careful nursing to see that the patient avoids 
strain or injury is important. Coughing should 
be controlled by sedatives, posture and local nasal 
treatments. Vomiting caused by drugs should be 
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prevented by preoperative trial of the drugs to be 
employed postoperatively. If cataract is present 


should be put in place so that the lens may be 
extracted with a spoon. 

“Treatment.—If much solid vitreous is incarcer- 
ated and the conjunctival flap is not wide and 
complete, excision of the protruding vitreous is 
indicated after the eye has been carefully anes- 
thetized. Before the vitreous is excised, the con- 
junctiva above the cornea should be undermined 
and two double-armed sutures placed so that the 
flap may be made to cover the cornea immediately. 
If a good conjunctival flap is present sutures should 
be placed in this.” 


Management of Glaucoma Following Cataract Op- 
eration. B. Y. Alvis, M.D., St. Louis. American 
Journal of Ophthalmology, May, 1939. 


The term postoperative glaucoma includes cases 
which have pain, congestive symptoms, have to do 
with the time of onset relative to operation, effect 
on vision, etc., but they all have one common con- 
dition, i.e., increased in pressure. The 
author divides his cases into two groups: one, in- 
cluding those that arise soon after the cataract ex- 
traction or needling and, second, those that appear 
long, half a year or more, after the operation. The 
first he terms acute congestive glaucoma, the 
second chronic or simple glaucoma. 


Etiology is obstruction of the drainage angle. 
There are many causes, operative and postoperative 
for this condition. 

The pathology is discussed and characteristic 
findings are given in eyes that have been enu- 
cleated. 

Under “Prevention” the following are given by 
the author: 

1. The incision is the most important feature of 
the operation. It should follow the corneoscleral 
junction and should have a conjunctival flap above 
to aid in coaptation of the margins. It must be 
ample in size. 

2. Avoid loss of vitreous. One cannot secure a 
neatly closed wound free of capsule, iris, cortex, 
and vitreous if the latter is protruding through the 
wound. The actual vitreous substance lost is much 
less important than the complications of wound 


c 

3. The question of iridectomy, complete, peri- 
pheral, preliminary, or simple extraction has been 
argued pro and con. Statistics of large reported 
series are not definitely favorable to any one 
method. Without question an intact iris with the 
angle free offers the best protection against en- 
tanglement of vitreous, capsule, and cortex in the 
wound. The difficulties of delivering the lens 
through a round pu and of avoiding iris ad- 
hesions or even prolapse often more than out- 
weigh these advan . Unless the pupil dilates 
freely and well, I believe the complete iridectomy 
the safer procedure. 

4. Intracapsular or extracapsular extraction pre- 
sents another field of argument. Again it seems 
obvious that the complete removal of the lens fa- 
vors an open angle and a wound free from ad- 
hesions, but if such a delivery can be accom- 
plished only by an undue traction on the zonula, 
excessive pressure, and danger of vitreous loss, the 
gain is too dearly bought. 

5. The toilet of the wound is a step of great im- 
portance in avoiding postoperative glaucoma. Great 
care in freeing the wound of all debris of capsule, 
iris, cortex, and clots in order to secure quick and 
accurate wound closure is entirely worth while. 
A large bubble of air injected into the anterior 
gheesber of the chose of the tallest is sometimes 


helpful in freeing the angle. 


6. In capsulotomy a single, small vertical cut 
through the membrane or a small inverted V 
opening made with a narrow knife needle with a 
tapered shank, so that vitreous will not be drawn 
into the corneal wound, should be made. The pit- 


with vitreous and the anterior synechia of hyaloid 
or capsule. A vitreous tag in the wound that 
easily escapes notice may lead to low-grade in- 
fection and congestion causing glaucoma. 


The discussion should be postponed until the 
eye is quiet. Use no atropine after needling unless 
iritis develops and the eye is soft. 


7. The tension should be taken frequently in 
postoperative cases, and these should be kept under 
observation for some months if possible. 


Under “Treatment” he gives the following: 


1. Local medicaments are the miotics, the mydi- 
atics, and the epinephrine preparations. 


(a) The miotics, pilocarpine and eserine, ap- 
proximately head the list of local therapeutic 
agents. These are, after all, our most dependable 
agents. It is our practice to begin with pilocarpine 
1 per cent. Some cases respond at once with low- 
ered tension. In most this response is only tempo- 
rary and soon increasing strengths of pilocarpine 
(up to 5 per cent) are necessary. If these do not 
aid, eserine is used, beginning with 0.5 per cent 
solution. If eserine maintains lowered tension but 
must be used for a long period, an eserine sensiti- 
zation develops. Eserine alkaloid in castor oil or 
in an ointment base may then be used. Even after 
surgical measures, one often must continue the 
miotics. 

(b) The mydriatics-homatropine and atropine. 
In an occasional case with frank iritis these may 
reduce tension and lead to a cure, but must be 
handled with great caution. 

(c) Epinephrine preparations-glaucosan, supra- 
renin bitartrate (a 2 per cent solution or in oint- 
ment form) epinephrine 1/100, epinephrine 1/1,000 
as a pack are useful in certain cases of post- 
cataract glaucoma. As a rule, in the acute or 
congested stage, the epinephrine preparations are 
not helpful. They may even cause severe pain 
and a further rise of tension. After the miotics 
have been used for some time, perhaps even after 
surgery and if the case has reached a stage with 
little congestion, when the tension remains up in 
spite of treatment, one may find this concentrated 
epinephrine surprisingly effective. One must be 
cautious at the beginning. Give the first treatment 
at the office or hospital where the tension can be 
measured after an hour or so. If the tension rises 
abruptly, a paracentesis should be done at once and 
eserine instilled. Even when effective, epinephrine 
is best used in conjunction with a miotic. I can, 
however, think of three patients who use only 
epinephrine 2 per cent in water-soluble base, and 
only when they feel pain or blurring vision, indi- 
cating a rise of tension. 


2. Local physical therapy includes heat, cold, and 
massage 


(a) Hot fomentations. Frequent and prolonged, 
this is the most useful of all nursing measures. 


(b) Radiant heat. The infrared lamp, a simple 
16 c.p. carbon filament bulb, any electric heating 
device may be the source. On ward service the 
infrared lamp is more apt to be applied as much 
and as often as ordered than moist heat which 
requires constant attendance of the nurse. Also 
radiant heat seems to penetrate deeper. 

(c) Ice-cold applications. In occasional conges- 
tive cases cold may give greater relief from pain 
than heat, and should not be forgotten. Heat is 
more often useful, 
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(d) Massage of the eyeball may help to keep 
open an operative drain. 

3. Constitutional medication. 

(a) Ergotamine fartrate-intramuscular or oral 
administration of 1 mg. (1/60 gr.) doses has been 
recommended and seems to have been useful in 
some of our own cases. 

(b) Calcium, gluconate or chloride. Both these 
medications are used for their effect on the sympa- 
thetic nervous system. 

(c) Intravenous hypertonic solutions serve to 
withdraw fluid from the tissues and actually re- 
duce intraocular tension. This effect is transitory 
lasting at most a few hours. This is useful as a 
preoperative measure. 

(d) Purging and sweating fall in the category 
— have not seemed worth while in our observa- 

on. 


(e) Fever therapy may be useful where tension 
is secondary to uveitis. Typhoid bacilli are our 
choice, but milk or the hypertherm or hot baths 
may be used. 

4. Surgical measures. 

In the great majority of cases surgery is neces- 
sary. No one operation has found favor with any 
convincing majority of eye surgeons, but the fol- 
lowing have the most success to their credit: 


(a) Iridectomy. H. Knapp reported marked suc- 
cess in an early series of cases, following similar ex- 
perience has not been so favorable especially in re- 
cent years. 

(b) Cyclodialysis is considered the operation of 
choice in this particular type of glaucoma by 
Elschnig, Fuchs, Gradle, and others. It does serve 
to break up anterior synechiae of iris and capsule 
and doubtless is successful in many instances. It 
also is easy to do and does not mutilate the eye 
nor preclude subsequent operations by the same or 
other methods. Our own experience with this op- 
eration is not so satisfactory. 


(c) Iris inclusion. This operation has grown 
largely in favor in recent years. Its simplicity and 
safety in execution and the permanency of drain- 
age secured make it a valuable measure. Even 
when the immediate reduction of pressure may be 
—!, or nil, the ultimate result may be 


° Trephining, especially if done in an area 
where the iris has been undisturbed previously is 
successful in a fair proportion of cases. 

(e) Sclerectomy or iridosclerectomy (Lagrange) 
or Berens irido-corneo-sclerectomy are operations 
to be considered. 

A few case reports are included in this article. 


_— 
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Utilization of the —— Muscle and Fascia in 
Facial Paralysis. Barrett Brown, M.D., 
St. Louis, Mo. a A June, 1939. 


The author has brought out an operation which 
utilizes the temporal muscle and fascia to give 
aren St een pe ond ee Se 

tional expression of the face afflicted by paralysis 
This is different from previous operations in that 
the muscle is utilized for facial action, being in- 
nervated by the fifth nerve. 

Previous operations have been done for congen- 
ital paralysis especially. these operations 
are anastomosis of motor nerve. Some of these 
have been very 


Eden, - 1911, and Gillies in 1917, used strips of 
temporal fascia ascia turned downward over the zygoma 
to support the face. J. S. Davis in 1911 and Gallie 
and Le Mesieur, in 1923, published the results of 
extensive work on the free transplantation of 
fascia, and the first report of free fascial strips 
to support the paralyzed face was made by Blair 


In this article the author outlines the method 
for the combination operation in which fascial 
strips are anchored directly into the temporal 
muscle and fascia. The technique of anchoring 
the fascia is outlined. The operation is described 
in detail as to the incision, the manner of insert- 
ing the fascia and the manner of fixation. It is 
necessary and important to attach the fascia on 
the muscle nerve to the coronoid attachment. 


The author states that the secondary operation 
may be needed where there is an excess of skin 
where there is an extremely drooped cheek. 


Post-operative course: Large pressure dressing is 
used held with adhesive. Chewing is prohibited. 
After several days a collodion dressing and fine 
mesh gauze is used for support. This dressing is 
continued for two to three weeks before activity is 
allowed. After some weeks a conscious muscle 
activity comes into play resulting in some emotional 
expression. 

Facial Muscle and Speech Training: One of the 
most important points, for a successful outcome, 
is that the patient should train his facial move- 
ments. This included the use of the newly at- 
tached fifth nerve which will produce a slight 
smile and a nasolabial fold on a slight setting 
action of this closing muscle; and of equal im- 
portance is learning not to overact on the sound 
side. It seems that many people with facial paraly- 
sis, in speech and laughter, throw about twice as 
much movement into the sound side of the face as 
they probably would if both sides were working. 
Therefore, a fundamental of the training might be 
for these patients to try to bécome rather “glum,” 
and work from this point towards a limited move- 
ment on the sound side and an involuntary or 
subconscious setting of the fifth nerve muscles on 
the repaired side, in smiling. Of course, sudden 
emotions will always register mainly on the sound 
side; there is probably no way of controlling this, 
and it would be the same even with a successful 
nerve anastomosis. 


If there are other speech defects, such as lisping, 
training by a professional should be of great value, 
because everything that will help overcome other 
persons noticing the face of one of these patients 
is desirable. 

Eye Involvements: As has been mentioned be- 
fore some elevation of the sagged lower lid is ob- 
tained by the operation on the face. If it needs 
further support. a single fascial loop can be put 
through the lid and held on each end, above in the 


Heavy drooping brows may be raised by extend- 
ing the skin incision over the forehead, under- 
mining down to the brow, elevating and excising 
the excess skin, and reattaching it to the scalp. 
For the apparent exophthalmos a small external 
canthoplasty can be performed to narrow the open- 

. Cervical tp ype ~ BE been recom- 
mended to produce the enoph of a Horner's 
syndrome, but this procedure would be contraindi- 
a oo ae + a OT 
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When ptosis =s the upper lid exists with seventh 
nerve oo of getting the lid ele- 
vated becomes acute. If an extra-ocular 
muscle wil net ouffies, the lid can be 
elevated with a single loop of fascia from the 
temporal fascia, through the tarsal border of the 
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lid, across to the opposite frontalis. An extra loop 


This implies that the lid will be held open all the 
time, and trouble with the cornea will result if it 
is not kept protected carefully. 

The use of the fifth nerve muscles is not recom- 
mended in trying to get elevation of the upper lid 
because of giving movements that would appear 
too gross and too conscious. 


Comment: The author contributes an advance in 
the treatment of cases with paralysis of the face 
as well as those involving the eyelid (traumatic). 
The results appear to be good. Special significance 
of this operation is that it outlines muscular action 
for facial expression in contrast to other opera- 
tions where there is a permanent fixation of the 
part by fascial strip fascia. 

One might choose between motor nerve anasto- 
mosis, fascial strip embedded in muscle or a com- 
bination of fascial strip and frontalis masseter 
muscle support. 

The author is to be complimented on the clear 
cut manner in which he presents this technique. 
It seems more direct and simple to perform this 
operation than either the nerve anastomosis or 
= so-called masseter and temporal fascia opera- 

on. 


D. 
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The Action of Parahydroxypheny 
(Paredrine) On the Heart; A Clinical 


fornia. (Annals of Internal Medicine, May, 1939, 
Vol. 12, No. 11.) 


It is well established that epinephrine is the most 
valuable therapeutic agent in the prevention and 
treatment of cardiac standstilll. Its action in- 
creasing ventricular excitability is variable and at 
times minimal. Ephedrine has been the only sub- 
stance available which was effective when admin- 
istered by mouth and its therapeutic value has 
been limited due to its comparative weakness and 
its unpleasant side actions due to central nervous 
stimulation. This paper advances paredrine which 
stands between epinephrine and ephedrine in chem- 
ical structure. In a series of cases treated by these 
three drugs, it is gene found that in their 
effect on cardiac stands ephedrine and pare- 
drine produced the same qualitative effects but 
that the effect of paredrine was observed earlier 
and that the duration was longer. Of special in- 
terest was the fact that the symptoms due to cen- 
tral nervous system stimulation such as nervous- 
ness, tremor, and apprehension were not observed 
in any case following paredrine. Headache of mod- 
erate severity was noted in two cases and was 
promptly relieved by nitroglycerine. The effect of 
epinephrine on heart block is variable and may 
have the following results in auriculo-ventricular 


block: (1) the ventricular rate may be increased 
and the block remain unaffected; (2) there may 
be a variable degree of lessening of the block; (3) 
beneficial effects as indicated by the prevention of 
syncopal attacks may occur without acceleration 
of the ventricular rate or the modification of the 
block. The author gives a of six case 
histories showing the effect of paredrine as being 
similar to that of epinephrine but producing a more 
constant action and without central nervous system 
effects. The similarity in the modification of the 
electrocardiogram following the administration of 
epinephrine and paredrine is further evidence of 
the epinephrine on the heart. 

Comment: 

The effect of paredrine is less intense but more 
prolonged than that of epinephrine. The chief 
advantage of paredrine lies in its stability so that 
the drug is effective on oral administration. The 
superiority over ephedrine is its greater intensity 
of action and the absence of unpleasant side effects. 
Therapeutic indication for in cardiac 
disease is therefore the same as for epinephrine and 
ephedrine, which is primarily the prevention and 
treatment of cardiac standstill. A dose of 40 to 60 
mg. three or four times a day appears to be suffi- 
cient to raise ventricular rhythmicity to a degree 
so that the tendency to ventricular standstill is 
definitely lessened. 


Summary: 

1. Parahydroxyphenylisopropylamine (paredrine) 
is a drug related in chemical structure to epine- 
phrine and ephedrine. 

Pr The substance is effective on oral administra- 
on. 

3. Parédrine effectively prevents the cardiac 
standstill induced by pressure on the carotid sinus 
and is at least twice as effective as ephedrine in 
this action. 

4. When administered in dosage effective in pre- 
venting cardiac standstill, paredrine does not pro- 
duce unpleasant side effects due to central nervous 
stimulation. 

5. Paredrine has = Dg ercetnes action in 


auriculo-ventricular b 
6. Paredrine produces changes in the ventricular 
complex of the electrocardiogram similar to those 
which follow the administration of so tM 
7. Paredrine has certain advantages over epine- 
phrine and ephedrine in the therapy of cardiac 
and ventricular standstill. 


General Medicine. A = Absorbed Gelatine- 


June, 1939, Vol. 7, No. 6.) 


Impressed by the need for a slow-acting epine- 
phrine, Keeney of Baltimore last year reported the 
successful use of peanut oil as a dispersion medium 
for the drug. But a bly more convenient 

preparing -acting me ge 2 re by 
mixing it with gelatine, sodium chloride, 
tanol, sodium bisulfite, glycerine and water, we re- 
ported by the authors. This mixture is nontoxic, 
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nonantigenic, reasonably stable, and can be easily 
self-administered with a regular needle 


Although the gelatine-epinephrine preparation 


layed. It is possible that the risk occurring with 
other therapeutic agents administered by injec- 
tion (diphtheritic, scarlatinal and streptococcic 
toxoids, pollen extract, horse serum) might be 
minimized by the addition of gelatine. The gela- 
tine-epinephrine mixture is prepared as follows: 


To a solution containing 40 cc. of glycerine and 
130 cc. of distilled water are added 18 Gm. of 
sodium chloride, 1.0 Gm. of chlorbutanol, 0.2 Gm. 
of sodium bisulfite and, last, 40 Gm. of gelatine. 
This preparation is placed in a one-liter pyrex 
Florence flask and mixed vigorously by rotation, 
then sterilized by autoclaving for 30 minutes at 20 
pounds pressure. The 1:500 epinephrine solution is 
made by adding one part of a 1:100 solution to 
four parts of the sterile gelatine mixture. 
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he calls a bedside test. It has the advantage of 
being quickly executed and also inexpensive as 
compared with other tests in as much as very little 
reagent is used for each test. 


The principle of the test is simply the satura- 
tion of asbestos with Benedict's solution, add a 
drop or two of urine and heat over a noncharring 
flame such as Bunsen burner, stove range or alco- 
hol lamp. Various colors are obtained in the 
course of one minute’s heating, orange being in- 
terpreted as 3 per cent or more, canary yellow 1 
to 3 per cent, greenish yellow 05 to 1 per cent, 
faint yellow on a green background 0.1 to 0.5 per 
cent and no change 0.07 per cent. 


Tests of diabetic urine of known dextrose con- 
centration, determined by more elaborate quanti- 
tative methods, showed an agreement with the re- 
sults obtained with the asbestos applicators close 
enough for ordinary clinical purposes. 

One hundred samples of normal urine were 
tested and none gave a false positive reaction. 
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Sterile Motile Spermatozoa, Proved by Clinical Ex- 
perimentation. Frances I. Seymour, M.D. The 
Journal of the American Medical Association, 
Vol. 112, No. 18, May 6, 1939. 


In this case the author describes a case in which 
he seems to have proven conclusively that the usual 
test for sterility in male has proven unreliable. 
The spermatazoa count in this patient was 94,000,- 
000 per cubic centimeter of fluid, the motility good 
and pus absent. His wife’s examination was en- 
tirely negative and there appeared to be no reason 
why she should not conceive. The only debilitating 
influence of the husband seems to be the fact 
that he was “constantly subject to grueling effects 
of university routine,” he being a professor in a 
university. Cross insemination later proved the 
husband incapable of fertilizing his wife and also 
incapable of fertilizing other subjects, whereas both 
his wife and the other females were satisfactorily 
impregnated by insemination from other males. 


Comment: It is hardly conceivable that sperma- 
tazoa normal in number and quality could have 
given such results, but “proof of the pudding is 
in the eating,” and therefore we must accept this 
report. 





A Bedside Method for Detecting Dextrose in the 
Urine. Herman L. Jacobius, New York. The 
Journal of The American Medical Association, 
Vol. 112, No. 18, May 6, 1939. 


In this the author describes a simple method for 
the determination of dextrose in the urine, which 
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lonephritis with Arterial Hypertension. D. 
McIntyre. Journal of Urology, June, 1939. 


These two articles are of importance as they 
represent a trend of investigation hither-to some- 
what neglected that may explain in many instances 
one blood pressure the etiologic factor respon- 

The first article by Doctors Maher and Wosika, 
details the study of 101 patients who had both 
hypertension and urologic defects and their po- 
tential relationship. The majority of these, so far 
as their urologic pathology is concerned includes 
chiefly, infection and obstruction of the tract. The 
trend of these two factors, as far as could be de- 
termined by autopsy of cases, is kidney damage of 
a variable degree. 

These authors are convinced that hypertension 
would appear to be associated with urologic path- 
ology more often than is ordinarily believed and 
they suggest that before a patient may be classified 
as having hypertension of unknown origin, the 
entire urinary tract must be proved to be normal 
from an urologic standpoint. 


The second article is a case record that illustrates 
this point. A relatively young white male adult 


hyperte: 

to the hospital. He returned later having had an 
attack of renal colic. A hydronephrosis compli- 
cated with infection was found on cystoscopic in- 
vestigation. Removal of the affected kidney was 
followed by a marked drop in blood pressure which 
on further observation has remained within normal 
limits. Apparently arterial diseases associated with 
unilaterial pyelonephritis was responsible for the 
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hypertension and a cure by nephrectomy was ob- 
tained. 


Comment: Because renal pathology of a so-called 
urologic character is often of a silent nature it is 
well, before the physician condemns an individual 
to what might be called an early death, some at- 
tention should be paid to the urinary tract for 
urologic pathology. 

Undoubtedly there are many instances of chronic 
nephritis and hypertension of undetermined origin 
that rests on an urologic basis. 


Rupture of the Urinary Bladder. Leon M. Bogart, 
—_ The Urologic and Cutaneous Review, May, 
939. 


The percentage of rupture of the urinary bladder 
runs about 15 per cent in the authors series of 51 
cases of fractured pelvis. This is in accord with 
similar series hitherto reported in the literature. 


Because this complication far over shadows in 
immediate importance the injury done to the bones 
the attending physician must be continually on his 
guard in order to diagnose its presence early and 
apply appropriate surgical treatment. 


The diagnosis is not only made on the symptoms 
and signs referable to the urinary bladder but must 
be corroborated by X-ray examination. The author 
suggests the making of a retrograde cystogram 
using a urethral catheter and instilling 2 per cent 
sodium iodide p= a contrast agent. 


The treatment is immediate exploratory laparo- 
tomy with drainage of the bladder and surrounding 
tissues when the extravasation is pronounced. 


Comment: In this day and age of frequent auto- 
mobile accidents fractured pelves are a common 
occurrence and because the bladder is so frequently 
injured the physician who sees these cases early 
must make the diagnosis. Procrastination in the 
treatment of bladder rupture means the chances for 
the patients’ ultimate recovery is lessened. 


I somewhat disagree with the method of diag- 
nosis by X-ray where it was suggested a catheter 
be inserted in the bladder in order to make a 
cystogram. Catheters and cystoscopes undoubtedly 
increase the liability of infection and should not 
be used unless absolutely necessary. The admin- 
istration of the intravenous dyes to visualize the 
tract obviates this possibility. Not only may the 
rupture be demonstrated by the excretion cysto- 
gram but the type of rupture, whether it be intra- 
peritoneal or extraperitoneal may be shown. Intra- 
peritoneal rupture shows the dye collecting in the 
inferior abdominal cavity in a mass and extra- 
peritoneal rupture reveals the contrast substance 
ee up along the fascial planes of the 
pelvis. 
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Physicians As Artists 
“From time immemorial, medicine and art have 
been closely associated. The same skill that makes 
the ’s fingers deft with scalpel and liga- 
ture is at work in the beautiful examples of 


@ superman endowed with talents not vouchsafed 
the ordinary mortal. Most doctors 


ing from nature. At first the results may not be 
satisfying, but in course of time you will be grati- 
fied to notice a marked improvement. An ample 
sketching kit may be purchased for a small sum 
and any local artist will be glad to give you in- 
struction.’ 

“At the least, every physician is able to develop 
a sensitiveness to and an appreciation for fine art. 
He can also cultivate a hobby which if not one of 
the fine arts, is in the class of ‘work by the side 
of work.’ Dr. Charles A. Dana, who has always 
stressed the value of cultural medicine, has ad- 
vised: “Be a collector, for example, of stamps or 
automobiles, or old books, or neckties or pins; or 
find diversion in some collateral branch of science; 
the lore of birds, of fishing and shooting. Make a 
garden or cultivate shrubs and flowers. These 
kinds of activities will make your life happier and 
your professional character more attractive and 
oftective.” rt 

—Quoted from “Parergon,” published by Mead 
Johnson & Company, Evansville, Ind. Free copy 
available on request. 


, 
= 








Index to Advertisers 











Balyeat-Bowen Hay Fever and Asthma FRR creer 
Beverly Hills Sanitarium 











Bilhuber-Knoll Corp. ~~ 
Bone and Joint Hospital’ “(McBride Clinic)... Boer MB ~ 
Caviness + mel nenrenertteit vii 
poeren ~o Ads... Le ARE iG EB A 
Coca-Co! viii 
Cook et “Graduate School of Medicine........._vi 
Corn Products Sales Compa ry... cccccecccccecceecececcecseeceeees xii 


F. A. Davis Company 
Duke Sanitarium 

















Eli Lilly and C CE a Ss ae” xiv 
First Texas Chemical Mfg. Co. cceccceccceeceeeeeeeeneee xxvii 
Goldfain Rheumatism-Arthritis Research Laboratory ..........dii 
Grandview Sanitarium. xxi 
Hynson, Westcott & Dunning, Inc iv 
Insured Investors , Ea ee xxviii 








Lain-Eastland Clinic. 
ries 








Mead Johnson & Company 





























and pathologic 

wields the painter’s brush. The man who chooses 
medicine as his life’s work is largely motivated by 
a love for his fellow man, else he would select a 


he deals with that most exquisite form 
of divine art and beauty, the human body. 
“An artist-physician has said: “The tendency of 
most persons is to regard the artist with awe as 












































Medical Arts _Lebora ratory. s-evssseevmeennside Front Cover 
Dr. Moody's ‘it vi 
Muskogee artificial ‘Tinb Co... i as 
Neurological Hospital vii 
Oakwood Sanitarium. xiii 
gw REE LES EEE Se MEST Tee reat Xxx 
Pearson School iv 
boratories, Inc. xv 
Directory 

Polyclinic Hospital ASME Bes ES _.xxix 
Ralph Sanitarium vii 
S.M.A. Corporati xvii 
Smith-Dorsey Company xix 
nger vi 
BB ES NE xxiii 
Terrell’s Laborat Front Cover 
Timberlawn Sanitarium viii 
Trowbridge School iv 
Tulsa Medical Distribut xiii 
Upjohn Company, The. xi 
Von bata Clinic Inside Back Cover 
Woodcro' 1 oe 
John Week 6 Ree ee ee 277 
Zemmer Company. enneeeBBO 





